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CHAPITER I 

• « 

INTRODUCTION 

To be connected to others, to belong, to receiye social 
support when it is needed and to be able to give it in return 
is an important part of mental health. . .utilization of social 
and community support systems can provide for constructive 
innovation and systematic change in the mental health system, 
moving towards comprehensive human services system with a 
holistic orientation that would remedy some of the defects of 
our present fragmented and uncoordinated efforts . 

--Task Panel on Community Support Systems 
President's Commission on iMental Health, 1978. 
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These introductory remarks .in the Report of the President's Task < 
Panel on Conwunity Support Systems reflect a new strategy being consid- 
ered by federal, state, and local governments to improve the quality of 
life in the Uhited States. In jhis study I focus on the relationship 
between community support programs and the provision of mental health 
services to urban Hispanic populations. More specifically, I am inter- 
ested in the impact of existing public policies and future policy op- 
tions on the chronically mentally ill in Puerto Rican neighborhoods in 
New York Gity. 

There are several sources for the recent interest in the social and 
community support systems for the mentally ill in Hispanic neighborhoods. 
Since the early 1960'^ federal and state agencies have actively promoted 
deinstitutionalization, a mental health policy aimed at transferring the 
greater part of care fdr the mentally ill from large, crowded state 
hospitals to small-scale community settings. Prom the beginning, mental 
health agencies have given priority to managerial/organizational and 
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fiscal issues. Also, during and since the 1960's, ethnic minority in- 
terest groups have increased domands that public policies moro ade- 
quately, meet tho needs of the populations they roprosont. Coalitions 
of urban Hispanic groups aro now organizing mental health programs for 
their barrios (neighborhoods). Public sentiments favor a new sense. of 
community, the decentralization of an entire range of social welfare 
services, and the encouragement of grass-roots organizations to meet 
local demands. Will the interests of federal and state mental health 



agencies in community mental 
tal health programs , and the 



health, Hispanic American demands for men- 
retum-to-communities movement combine in 
a constructive or conflictive\manner? In a five-step process of policy 
analysis, I address the issues! of social 1 and community supports for the 
chronically mentally ill in Hispanic neighborhoods in New York City. 
This policy analysis process wal developed by the Centei. for the Study 
of Families and Children at VandWbilt university. | 

1. Definition of the problem in light of availa bll knowledge. This 
first step is a review and analysis of what is currently known about the 
problem. This review covers the main issues in the delivery of mental 
health serviced to urban Hispanic populations. Demographic and epidemi- 
ological studies outline the s'tate of Hispanic mental health, with spe- 
cial reference to New York City. A central issue concerns the under- , 
utilization of mental health services by Hispanic groups. A second main 
issue is the dilemma of deinstitutionalization and the development of 
community mental health centers (CMHC's).V A review of the general pro- 
cess of deinstitutionalization is necessary to understand the current 
structure of the community mental health movement. Third, the basic 
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issue of the nature of community support systems is of control importance*. 
I uso tho concept of social notworks throughout the review of tho com- 
munity support systems litoraturo. "Hie social notwo'rk perspoctivo ties 

togothor main elements of social supports --neighborhood or coronunity, the 

\ i 

family and non-kinship notworks (friends and neighbors, co-workors, otc), 

2. ■ Roview of existing policies . This step entails an analysis of 
existing policies relevant to social and community supports for tho 
chronically mentally ill in urban Hispanic populations. The review of 
current policies includes foderal legislation: the Community Mental 
Health Centers Act of 1963 and Amendment of 1975; appropriate sections 
of Medicaid,' Medicare, Supplementary Security In Program; and spe- 
cial programs in Vocational Rehabilitation, Department of Labor, Depart - 

i 

ment of Housing and Urban Development, and others. Also, Judicial de- 
cisions are briefly reviewed in terms of responsibility to use least 
harmful forms of care, right of non-dangerous individuals to freedom, 
and right to treatment in least restrictive alternatives. 

Existing policies for community supports' are sponsored by the 
National Institute of Mental Health (NIMH) Community Support Program, 
the State of New York plan for deinstitutionalization, and the New York 
City Community Support System 1 Program. Moreover, v pnrent urban renewal 
policies in inner city areas are inportant for the successful imple- 
mentation .of social and community supports programs. 

3. ' Analysis of lmowledge and policy and the identification of 
policy options . .A synthesis of the available knowledge and of existing 
policies produces two outcomes: (a) a decision' concerning the adequacy 

12 
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of the knowledge base for policy formulation and (b) an identification 1 ^ 
of the mosj positive policy "6ptitms~ fof--the provision^of-social and com- 1% 
munity supports in 'Hispanic nei^borhoods ._ I cons ider three, main policy . ; - 
options for social and community support programs: i,(l)- ; a managerial- 
fiscal model, l (2) a community development model, and (3) an ethnic model. \ 
' Current public policies relating to community support programs are ; . 
considered according to' several criteria:' administrative control, of 'pro-, 
grams, source of funding, nature of. services delivered, forms of support, , 
and program specificity. The administrative control of programs' raises : . | 
the issue of local consumer control compared to centralized, professional - .,: 
medical control. Funding sources vary, for the most part, among federal, 
state , city, and third-party groups . The nature -of services delivered ; g 
may emphasize out-patient care or generic services likef housing , jobs,: 
?'W educational opportunities. Policies may focus on support for the 
iiadividuai;' family, neighborhood,^ the entire network of social re- - 
lationships. Programs; also ^ary, in their specificity! ' .-These include programs 
targeted for only the chronically mentally i:4£^ograms n f or CMC's in 
poverty^reas ; programs made available to all residents of a catchment 
area ,; and programs foV . CMCV S serving .a wide range of socioeconomic 

■ classes'*.*'"" '. \- ; ; •..;„•'. \ .„• 

4. The analysis of policy options . I consider the most promising 
policy options for improving mental health services in Hispanic neighbor- 
hoods? Their relative advantages, and disadvantages are analyzed in -..r; 
terms of the following criteria: economic, co- 
public acceptability, political feasibility, ekse/.of implelnen$ati^ 

arid unintended consequences . . 




5; Implementation and evaluation , * The final task^of this st:udy -is 
the development o£ a strategy , for the implementation and evaluation of 
the preferred solution. well -constructed program for the development, 
of social and community supports for the chronically mentally ill in 
New York City's Hispanic neighborhoods Is. of limited value without a 
plan for its implementation and subsequent monitoring of degree of suc- 

Vcess. Moreover, effective implementation of community support | programs 
depends *upon the/actions of both; 1 federal, administration and local street- 
level deliveries of services. These problems, are discussed in terms of 
trie implementation of a social community support program for the chroni- 

. cally mentally ill in Hispanic neighborhoods in New York City . Finally, 

'■■■■'/ • \ ' ■ • ' ' V - '■' " . \ ■ t; ' 

I discuss the issue of evaluation of social and community support pro- 
grams. ' .-! f \ " : - - 



CHAPTER II ': . |.' 

COMMUNITY SUPPORTS AND DEINSTITUTIONALIZATION: 1 

• • ■■ - v.- • . ■ •• " • v • ...j 



IMPLICATIONS FOR URBAN HISPANIC MENTAL HEALTH 



Characteristics of Urban Hispanic Populations 
According to the latest national U.S. Census (1970), some 9.6 



million persons of Spanish origin are living in the United States . v By . . 
1975 , the Current Population Reports estimated the number of Hispanics ; 
to be ITmiTlion. Other calculations, including ' estimates of undocu- 
mented workers , suggest that more, than 23 milli^iJH^pani^-are^pres 
ently living In the United States . The Hispanic populc v is "the. 
fastest growing. ethnic group 'in the United States. Hispanics will soon 
become the largest ethnic minority (Macias, 1977). :". j 

^ .. The Hispanic population is unevenly distributed throughout the U.S. 
About 59% are of Mexican origin and live in the five Western States — 
Arizona, California, Colorado, New Mexico, and Texas. Puerto Ricans live 
mostly in the New York area and comprise 161 of the U.S. Hispanic popu- 
lation. .The rest of the Hispanics include Cuban Americans (6%) , Central 
and Sou4 American (7%) and others (12%). These data from the 1975 
Cuirent Population Reports do not include the estimated 7 million undoc- 
umented Hispanic immigrants. Hispanic Americans are essentially urban \ 
dwellers. Some 84% live in the metropolitan areas of Los Angeles, New 
York, and Chicago (President's Commission on Mental Health, 1978b: 2). More.- 
over, 50% of the Hispanic families live in the central city area com- . 
pared to 25% cf the families in the general U.S. population (U.S. Bureau 
of Census, 1976). .,. .. V*' * * 



/ 

/ 



Hispanic families in the United States are "urban, young , and found 
in the poorest socioeconomic groups. In 1975, about 32% of Puerto 
Rican families were below the government poverty line, lower than all 
other minority groi^s^in the t#,S. (see Table 1) . Unemployment rates 
iir 1976 were also the highest of any U.S. ethnic group for males (16%) 
and females (22%). 

The largest proportion of the. Puerto Rican population living on the 
335airrland^is Ideated in New York City. In 1970, Puerto Ricans made up 
10% (811,843) of the total New York City population. 1 They include about; 
two- thirds of the Hispanic peculation in New York City. ; the boroygh 
with the highest; percentage of its population Puerto Rican, in 1970, was 
the^Bf 6hx ( 39 % ) . The City 1 s othe r boroughs holding subs t ant ial Puerto 
.Rican. groups were Brooklyn (33%) 'and Manhattan (23%)/ The Puerto Rican 
population is relatively young compared to the rest. of the population. | 
In 1970, only 3% of Puerto Ricans were over 65, compared to 12% for the J 
total population (Alers, 1978:2). These demographic data suggest that 
the Hispanic population and, more particularly, Puerto Rican families 
in New York City , compose: a substantial part of the City's inhabitants/ 
and that their distinct characteristics (age, income, and occupation) 
represent needs for health and welfare services different fromsc^er , 
ethnic groups andVfrom the total population. . 
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Table 1 
Poverty Rates 



Famr^es and Unrelated Individuals 

. Amerind. /Alask. Nat. 
Blacks 

Mexican Americans 
k Japanese Americans t 

Chinese Americans 
... Filipino Americans 

Puerto Ricans 
. Majority 

Female -Headed Families and Female 
Unrelated Individuals ., 

Amer. Ind./Alask. Nat. ... 
~ v - r - Blacks 

Mexican. Americans . 
. Japanese Americans 
•••• Chinese Americans ; - ; 

Filipino Americans 
Puerto Ricans 
Majority 



Raw jMeasure 
1969 1975 



36 
33 
28 
12 
16 
19 
28 
13 



54 

53 

53* 

32 

29 

'39 

52 

28 



26 
28 
24 

7. 
17 

6 
32 

9 



49 

46 

46 

22 

19 * 

20. 

49 

22 



^The percent of families and unrelated individuals that are below the 
poverty line;. . 



Source: Social Indicators of Equality for Minorities. ^d^omen- 

A Report of the United States Commission on.ta.vii Rights, 
1978; p. 62. ' 
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Because of the youth of therPuerto Rican population, their irort^ 
ity rates are much lower con^ared" to the total vfl|lte and non -white ^popu- 
lations. However, cirrhosis of . the liver and homicide have a greater 
incidence among Puerto Ricans than the total population (Alers, 1978:2) . 
In fact, for 1970, homicide and drug dependence accounted for 10% of. all- 
deaths among Puerto Paeans born in New York City. Considering causes of 
morality by age groups, death rates for Puerto Rican children (under 15 
years) are significantly higher compared to the total population (79.5 
to 55.5/100,000). . Mortality rates from accidents, influenza anct 
pneumonia, and homicide are double the rates found among children in the 
total population (Alers, 1978:8). Within the adult population (ages, 14- 
44), death rates are also considerably higher for Puerto Ricans compared 
to the total populations (308. 1> to 253v2/100,000) . In this age -group , K 
homicide, drug dependency, and cirrhosis of the liver were the main , 
causes of : the higher mortality rates. ■ Homicide accounted for * almost . 

; ;20* of the deaths in this age Category- -more- than* twice thfe rate, for the 
total New York City population from 1969 to 1971 (Alers , 1978:8) .: A 
general indicator of community health is the maternal mortal ity rate . 
The Puerto Rican-born* maternal mortality rate for 1970-76 is greater 
than that for whites but not as high as for non-whites (mainly blacks). 
However, maternal mortality -rates for Puerto Ricans have been declining 

, rapidly , since 1963 through 1976, riarromng the difference with /whites 
(Alers, 19 78 : 1 3) . Similarly , the gap between Puerto Rican arid white 

/ infant mortality rates has also been decreasing over the past 14 years 
(Alers, 1978:13) . In short, the physical health of Puerto Ricans in 
New York City for some age categories is poorer than the health of the 
rest of the population. 
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/•■' v ' • 

/ " V Mental '.' Health Services 



y ■ The literature indicates that Hispanic populations underutilize 
mental health services even though they are in greater need of these 
services than the .total population (Padilla et al. , 1975), Earlier 
studies suggested thW Hispanic populations in general experience lower 
frequencies and sevelity of mental illness "(Jaco, *1960; Madsen, 1964)'. 
Certain aspects of Hispanic culture were said to protect its members \ i 
against mental disorders./ Traditional family organization was thought 
to provide social supports to prevent mental breakdowns. Yet these _ \ 
arguments that Hispanic /families are better prepared, to tolerate stress \ . 

and require fewer formal mental health services were not fully supported 

■ /' \ ■ ■ .. ..' : ; v '' ■ • j f 

by empirical evidence/ ^ ; \ '--'i -/ 

'. Ethnic and class' differences make it difficult to, measure the inci- 
dence of mental illhess in Puerto Rican populations. Dohrenwend's study 
(1966) in New York/City showed that , compared to other subgroups, Puerto 
Ricans evidenced a greater prevalence of psychiatric' symptoms, with a 
^greater degree of severity . Yet Itohrenwend holds . serious rese^ 
: concerning tihese. findings . 'Are Puerto Ricans, with their : language and . 
cultural differences showing, according ' to^Dohrenwend (1966:33) 
fe'rences not in'.the amount of disorder, bui rather in culturally pat- 
terned modes of expressing distress and/or Culturally pa^ 
ness to express distress?" In a later stbdy Dohrenwend and' Dohrenwend 
' (196^:170) concluded that for Puerto Ricans: W^S^i:::^ 
• - ' th is ethnic difference indicates more about subcultural cphtrast ;■■/$ 
' ^modef of expressing distress than about ^ enc f ^f 6 ^ • 
lying psychological disorder. We are ; forced to conclude^hat the. 
consistently higji rates of symptoms I among Puerto Paeans .on ; the >• 
meSuresWe^ef could not validly be interpreted ^evxdence of 
higher rates of psychological disorder. / , ; ; ■ ; ; \A - v 
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Data from the New York City Department of Mental Health, Mental 
Retardation, and Alcoholism Services show that total admission rates 
per 100,000 population to community mental health and mental retar- 
dation facilities for Puerto Ricans and blacks were about twice that 
for the white population in 1978 (Alers, 1978:16) However, it is 
difficult to interpret high admission for treatment rates as the sole 
'definition of disorder. Treatment rates are known to. vary with the 
availability of these facilities and with attitudes toward the use of 
publite facilities. Moreover, Alers (1978:16), in reporting these 
findings,, a<Mitted that the differences were biased since blacks and 
Hispanics made greater -use of community mental health centers while 
higher income whites were more likely to use the private sector facil- 
ities. . .' • / ■ 

The assumed high incidence of mental illness in Hispanic populations 
is based, in large part, on the findings for a general non-Hispanic pop- 
ulation of a negative relationship between .socioeconomic status and' men- . 
tal illness. (Srole et al./, 1962 ; Dohrenwend and Dohreriwerri, 1969:165). 
However, the inverse relationship is specific td certain mental illnesses 
(brain and schizophrenia disorders) but not tp others (neuroses and v 
manic depression) (Rushing 'S Ortega, 1979) . . It is unclear whether there 
is ah inverse relationship between socioeconomic status and. personality 

sorder. Rushing S Ortega (1979:1190) developed a sociorcedical model , 
tp account for higher incidente of brain disorder and schiz/ophrenia in 
ldy-income populations. They argue that: ":■ \], . _ "-•/ 

lower-status individuals may be more apt to be exposed to etio- 
logical factors (e. g\y; infectious disease) of both disorders. 
^Second, socioeconomic factors may -mediate the effect of biolo- 
gical factors (e.g. infectious, diseases , neurological deficits) * 
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Many" of the factors associated with brain and schizophrenia 
disorders may be modified by appropriate health- relevant 
• attitudes and behavior (e.g. preventive care) and medical 
attention, which may vary by socioeconomic status. 



However, there is little empirical evidence that lower-status indi- 
viduals are troubled by more situationally induced stress compared to high- . ... 
er socioeconomic groups (Dohrenwend and Dohrenwend, 1973). • Although there 
is evidence' to/show" a relatiorj4ip between liferent changes and the onset 
of schizophrenia (Rogler and/'Hollingshead, 1965; Myers et al., 1974, 1975) ■, 
support 7 for the stress argument is less. convincing (Mechanic, 1972). Using 
'ecological aggregate dat/ analysis ,. Brenner (1973) shows that economically 
induced stress influences psychological disorders. Although Brenner's 

study did. not use a m/asure of socioeconomic status, it verified the impact . 

I ■: : ... 

of economic change or unemployment on psychological disorders. 

In all, the findings support the argument that certain mental disor- 
ders are inversely related to socioeconomic status. . We -should expect, y 
Ireatierneed lor services related to schizophrenia .and brain disorder among 
low- income Hispanic populations. Aler's review of the poor public health, 
conditions 'of Puerto Ricans supports -this view; ..However, findings of higher 
incident of other psychological disorders in Hispanic .populations using 
standard indices (i.e;, the Midtown /scale) "are con ^^ ^^al biases. 
•;« / As recipients -of mental health services', Hispanics are significantly -un- 
/rrepresented (President's ' Co^ion-ofifental With, 1978b:3) . For exalte 
Abad et al., (1974) found that admissions and '^admission* of Puerto Ricans 
to the Connecticut Mental Health Center from 1971 to 1972 were over three •/ 
times lower than blacks of a comparably low socioeconomic status. In a 
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California study, Karno and Edgerton estimated that although Chicanos 
constituted ten percent of the population in 1963, they represented only 
3 percent of the clients of mental health facilities (Padilla et al . , 
1975). In general, the existing case studies agree that Puerto Ricans 
and other Hispanic groups, underutilize mental health services. 

^The Hispanic mental health literature (Padilla et al. , 1975; 
President's Commission -on Mental Health, 1978b) finds that institutional poli 
cies and organizational problems are primarily responsible for the low 
utilization patterns of mental health facilities by Hispanics. Lan- 
guage barriers exist in CMHC's since few professional mental health staff 
members, are bilingual. Hispanics are underrepresented at all levels of. 
professional employment- -psychiatry, psychology, psychiatric nursing, 
and social work (President's Commission on Mental Health, 1978b: 5) . On the 
other hand, Puerto Ricans and blacks are ^.over represented within the lower 
skilled health jobs (Ale rs, 1978). Moreover, class and culture bound 
values limit the usefulness of mental health facilities for low-income 
Hispanic /clients. Therapists are found to conduct treatment according 
to middle-class values. Lorion (1974) suggests that "Psychiatrists refejr 
vto therapy-persons most like themselves." Karno (1966) found that in j 

the Los Angeles General Hospital Outpatient Clinic, Mexican Americans 

■ v. ■ ■ 

.accepted for- treatment receive less and shorter psychotherapy than non- / 

" t. 

ethnics of the same class. ^ 

Puerto Ricans have other means for dealing with health problems. I 
Espiritismo and santeria are folk health systems that provide alternative 
and/ or complementary services to Hispanic populations in the treatment/ 
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of-physical and mental difficulties. Espiritismo represents the tradi- 
tional healing practices among Puerto Ricans which embodies the beliefs 
of Alan Kardec, a 19th, century Mesmerist and engineer. Santeria is an 
Afro-American syncretic cult with "an African world view different from 
espiritismo (Garrison, 1977b). Surveys of Puerto Ricans in San Juan 
and in New York show that between 33 arid "90%, respectively, of these 
populations seek the assistance of spiritist healers at some point in 
their lives (Thomas $ Garrison, 1975:281). Accounts of espiritismo 
in New York City show that, as a form of folk psychiatry, it retains 
' its utility for a substantial part of the Hispanic community (Garrison, 
1977a, 1977b, and 1979a, 1979b; Harwood, 1977; Koss, 1977). 

In summary, there is not sufficient evidence to show whether Puerto 
Ricans, and Hispanics in general, experience higher rates of psychological 
disorder than other minorities or the general population. Moreover, it 
is difficult to separate the independent effects of ethnicity and social , 
class on the incidence of mental illness (Rabkin and Struehing, 1976)t~ 
Certainly, the underutilization of existing community mental health ser- 
vices by Puerto Ricans and other poor minorities strongly suggests that 
nort- traditional mental health programs are needed. One major policy 
-optToriT social- and .ro^ity supports , is the topic of this monograph. # . 

The Dilemma of Deinstitutionalization — -~_ _ 

and Comr.unity Mental Health Centers 

By. 1955, the number of persons in public mental hospitals peaked at 
559 ,000*: Twenty years later a census of resident patients in state men- 
tal hospitals shows i reduction of 65 percent to a population of 03,000 
individuals (Bassuk 5 Gerson, 1978:45). New York's state mental insti- 
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tutions declined from a population of 107,000 in 1967 to 45,000 in 1976^/ 
(NYC EMH, 1978d:l). In 1963, the federal government * began its* program of . 
deinstitutionalization with the j intentions of: 

(1) preventing both unnecesaary admission to and retention in 
institutions; .•_ 

(2) .finding and developing appropriate alternatives in the commun- 

ity for housing, treatment, training, education and rehabili- 
tation of mentally disabled who do not need to-be in institutions; 
and * 

(3) improving conditions, care and treatment of those who do need 
institutional care. (GAO, 1977:1).. 

i 

The deinstitutionalization process- is based, in part, on the principle 
that "mentally disabled persons are entitled to live in the least restric- 
tive environment necessary and, to lead their lives as normally and 
independently as they can" (GAO, 1977:1). Moreover, it was hoped that 
the deinstitutionalization program would also be less expensive to operate 
and more effective in treating mental illnesses. 

With the sharp decline in the resident population in state mental 



hospital, the process of deinstitutionalization has 



discontent among mental health professionals, mental patients and their 



created considerable 



families, and the communities where the foimer patiients are placed.* 
Federal efforts to implement plans for deinstitutionalization centered on 
the Comnunity Mental Health Centers Act of 1963. * This legislation intended 
to establish 1,500 community mental health centers by 1980, In 1978, 
only ^ (President's Commission on Mental Heallh, 

1978b, viii). The diversion of funds away from the field of mental health 



*For an account of the problems ^encountered by deinstitutionalization, 
see Bassuk $ Gerson (1978), Arnhoff (1975) , Brahdon (1977), P. Brown 
(1978), Brown § Goldstein (1978), Cameron (197$) > Chu $ Trotter (1971), 
Roman § Trice (1974), Rumer (1978). 
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due to the War in Vietnam and organizational difficulties siowed the op- 
timistic projections for the development of the Q«C's. 

Community mental health centers are experiencing difficulty pro- 
viding services for the residents of their catchment areas and reinte- 
grating former mental patients into communities.* Although the resi- 
dent population in state hospitals was declining, admissions increased 
from 178,000 in 1955 to 390,000 in 1972, declining to 375,000 by 1974. 
(Bassuk $ Gerson,' 1978:49). This trend reflects a new strategy of 
short-term hospitalization. However, a growing percentage of admissions 

were readmissions-64 percent in 1972. About one-half of the released 

\ 

inpatients were readmitted within a year of their discharge (BassuK S ; 
Gerson, 1978:49). Amoff (1975:1277), one of the harsher critics, con- 

-eluded that: - • ; " ... 

a compelling body of systematic evidence now exists to suggest 
not only that the, actual cost benefits of community treatment 
fusing costs in its broadest social sense) are far less than its 
advocates proclaim, but that the .consequences of indiscriminate 
community treatment may often have profound iatrogenic effects; 
in short, we may be producing more psychological and social dis- 
turbances than we correct. / 

The community mental health centers are being criticized for not 
achieving their goals.. Kirk and Tnerrien (1975) concluded that CMHC's 
have not accomplished four main goals : CD to rehabilitate former 
patients; (2) to enhance continuity of care; (3) to save money; 
(4) to reintegrate the mentally ill into society. Amain criticism by 
mental health professionals is that the community mental health 



'Explanations of these difficulties are diverse. They ™^**£cl- 
lowing: lack of funding, organizational problems linking the state 
hospitals to QHC'.s failure to develop community services, barriers ot 
professions, and the very nature of capitalist society s medical- indus- 
trial complex (B. Brown f, Goldstein, 1978; P^Brown, 1978). 

25 . 
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movement has failed to improve significantly the welfare of the severely 

mentally ill (Arnoff, 1975; Kir^ and Therrien, 1975; Reich and Siegal, 1973). 

There is a need to provide a wide range of social and connanuJ7"-supports for 

former patients who are better but :< -not; well (Klerman, 1977), 

In a review of proprietary extended care facilities for the chronically 

mentally ill, Kohen and Paul (1976:576) discovered that: 

. aggressive. placement. o£. long- stay mental patients in facilities, 
~~lior example, foster homes, nursing homes, sheltered-care homes, 
etc. , accounts for nearly all of the reduction in the chronic 
population of public hospitals over the past 15 years. 

Some of the surveys mentioned concluded that these extended-care facilities 
had not improved the rehabilitation programs for the well-being of the 
chronically ill mental patients. Recently, a U.S. Senate Sub-committee 
Repor :ondemned conditions in propriety nursing and boarding homes because 
off nerous incidents of serious neglect and abuse (U.S. Senate, Speicial 
Committee on Aging, Subcommittee on Long-Term Care, 1976). Often the chroni- 
cally ill individuals living in "community" homes are socially excluded 
from active social participation by strategies that encourage docility 
(drugs and the caretaker's economic incentives to maintain a stable resident 
population) and isolation (zoning laws and local municipal regulations that 
foster ghettoization) (Aviram and Segal, 1973). 

Despite the decrease in resident populations in public mental institu- 
tions/many persons who could be treated in communities still enter or re- 
main in these institutions. New York's "level of care survey," developed 
by Arthur Arnold. in 1975, shows that about 28 percent of the mentally 
ill in state hospitals do not need to be there. Some 10 o percent 
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could be cared for adequately in nursing homes while 17 percent are capable 
of living independently or in sheltered situations (NYSDMH, 1978). A study 
by the State • Department of. Mental. Health Massachusetts, in 1973" indicated, that 
between 50_and-7-S-percent of the admissions to state mental hospitals could 
have been avoided with the existence of adequate community services- -housing, 
social supports, educational programs, etc. (GAO, 1977:21). A HEW.. study of .. 
1,800 patients in Texas mental institutions concluded that only 35.5 percent 
needed continued psychiatric care and the other. 65.5 .percent could have been 
placed in sheltered homes or independently in the community.. A GAO study 
(1977:19) concluded that the primary' reason for patients remaining in the 
state hospitals was the lack of community facilities and ^services or the lack 

of access to them. 

At the state and local levels of government, community services 
compete for funds with the traditional state hospital system. Between 
1968 and 1974, the cost of state institutions increased from $1.7 to J- 
$2.8Vbiliion (Bassuk $ Gerson, 1978). Inflation, federal demands for 
improvements in institutional care, and the political power of ./the 
state hospital system as- patronage contributed to their rising costs. 
Although^state institutions in New York declined in resident population 
■ from 107,000 in 1967 to 45,000 in 1976," that part of the State Mental 
Hygiene budget did not decline (NYC DMH , 1978d: 1) . Some 90 percent . of 
the mental hygiene funds appropriated in 1977 were allocated for state 
facilities and their administration. Only 10 percent of these funds . • 
went to local counties and New York City for local assistance purposes 
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(NYC EMH, 1978:1). In all, massive reduction in population of state mental . 
institutions freed little money for local community support programs. How- 
ever, the transfer of the mentally ill from state institutions to private ly- • 
run nursing and proprietary homes has shifted' a substantial burden of support 
from the state to the" federal government 1 s MEDICAID programs. 
.... ...1 The evidence from cost effectiveness studies, is still unclear. The 

GAD deinstitutionalization report N ( 197 7) reviewed seven studies which com- 
pared institutional costs to community care costs Five of "the studies 
concluded that community care is less expensive than institutional care. Two 
others found little difference. A three -year HEW study concluded that it is> N 
cost-beneficial to the states to maintain the mentally disabled persons in 
the community since the burden of costs is. shifted from the state to 
federally supported programs. In New York State, care in state institu- 
tions averages $20,000 per person per year compared to $2,500 for compre- 
hensive community care programs (NYC DNH, 1978d:13). However, superseding 
the interest in cost comparison between institutional and community care, 
the GAO (1977:6) concluded: 

In view of Federal legislation and court decisions. ...the most important 
question appears to be how to most cost effectively serve mentally dis- 
abled persons" in the least restrictive environment appropriate to their 
needs % • 

• -It is difficult to quantify the costs'of community support programs. in . 
comparison to hospi^l^based programs. One study (Sharf stein' § Nafziger, 



1976) found that the co 
than the cost of hospital 



it. of community care was Zh .'times less expensive 
eareu^)Weisbrod, Test, and Stein (1976) estimated 



the costs and benefits of a Total! Community Living clinical research program 
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compared to a hospital -based traditional aftercare program for one year. 
They found the total costs per patient for both hospital and community < 
based programs were high. In all, they point out that unless costs are 
defined and measured .comprehensively , it is difficult to determine whether 
an apparent cost difference between community and institutional treatment, 
is only a shift in costs that is still unmeasured (Sharf stein $ Clark, 
1978:407) . ■ Finally, Zeckhauser (1975) concluded that: "The disadvantage 
inherent in cost effective ss analysis' is that it leaves unresolved -the 
final question of how much should be spent." 

In general, the criteria of. cost effectiveness does not directly 
address the issue of who benefits. Most frequently, the options are 
limited to the provision of traditional mental health services in a 
/ communtiy by state, federal, or private agencies. However, the dif- 
ficulty of reaching appropriate policy decisions through this kind of 
cost-benefit analysis is increased when one considers the interests of 
the family of a mentally ill person, the neighbors, and the use of non- 



traditional community services. The variables economists are able to 
quantify traditionally lend themselves to decisions about whether state 
or federal agencies bear the costs of providing conventional community 
mental health services. 
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Community Treatment 

Community treatment can be broadly defined as any treatment that 
takes place in the community as an alternative to hospitalization, fol- 
lowing early discharge, or after hospitalization (Test and Stein, 
1978:351). Several studies (Langsley and Kaplan, 1968; Pasamanick, 
Scarpitti, and Dinitz, 1967; and Rittenhouse, 1970). showed that it 
was possible to treat chronically mentally ill persons at home rather than 
in the hospital.* Other studies demonstrated that patients could be 
treated in non- family residential environments when the family situation 
was not sufficiently stahle. M JFprmer,patients were, successfully treated 
in halfway houses (Rutman,..J,971) > crisis homes (Polak, 1978) , day 
hospitals (Herz e t al. , 1971) , and in separate apartments and rooms in 
the community (Test and Stein, 1978; Stein, Test, and Marx<, ^975) . 

Test and Stein (1978 :353). discussed several indicators/foxjnemuring- 
the effectiveness of community alternatives relative to institutional 
treatment: time out of the hospital and readmisjsion rates-; psychiatric 
symptomatology; psycho social functioning (role performance, employment, 
and social functioning) ; and client satisfaction. Test and Spin 
(1978:360) concluded, from an extensive review of the. literature ,. that 
adjustment and "functioning of patients treated in the. community are no 
worse compared to patients treated in hospitals. A small number of . > 
studies (Polak, 1978;' Test' and Stein, 1978; Wilder, Levin, and Zweling, 
1966) reported consumer satisfaction higher in community programs than 
in institutional treatment. Finally, those studies that involved direct, 

*In all three of these studies, only patients whose families agreed to 
keep the patient at home arid to participate in the treatment process were 
included. ; V- v • , Qn '. 
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long-term intervention in specific daily activities (i.e., housing, 
jobs)! demonstrated definite gains in the persons' psychosocial func- 
tioning in the community as long as the treatment continued. 
(Fairweather et al., 1969; Test and Stein, 1978; Weinman and Kleiner, 
1978). , 

An issue not frequently raised during discussions about the effi- 
cacy of deinstitutionalization concerns the consequences of community 
treatment' for the community and family of the ex-patient. In a very 
blunt manner, Arnoff (1975:1279) remarked that: 

the potential detriment to the family members resulting from 
the presence of a psychotic person in their midst has not 
received the careful scientific scrutiny it deserves. As the 
traffic, between home and hospital multiplies, a point may be 
reached when the mental health needs of the community as a 
^ whole "conflict with the mental health needs of , individual 
, /patients. 

The argument that home or community residence of mental patients sub 

stanti ally disrupts family and community life makes decisions concerning 
'social" ^ mentally ill more com- 

plex. Certainly the range of factors to be considered frhen evaluating 
the effects of community treatment must be wider than the individual 
patient concerned. In a holistic context, the paitient, family, friends, 
neighbors, and, related commffiity institutions heed tq be included -in~any 
analysis of the impact of community treatment programs. 

^Community Support Systems 
Previously I indicated that the urban poor, and especially the 
Hispanic American population, are underutilizing mental health services. 
Moreover, in certain mental disorders, low socioeconomic status groups 
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show a higher incidence than higher socioeconomic status groups . The 
studies of the process of deinstitutionalization indicate a failure^on 
the part of federal, state, and local programs to direct their efforts 
toward strengthening social and community supports for the chronically 
mentally ill. In this section, I focus on the nature and utility of these 
social supports in the form of community, kinship, and non-kinship 
social networks. A considerable amount of literature on social networks 
now exists. Much less information. is available relating to urban Puerto , 
-Rican or Hispanic populations .' We will have to rely on the social net- 
works studies of non-Hispanic communities to provide a general basis for 
policy analysis* 

analysis of social arid community supports centers on the concept 
of social network. A social network canbe simply defined as "a. specified 
set of links among social actors" (Fischer 'et_,al. , 1977:33). Kapferer 
(1969:182) defined an individual network as: ^the direct links radiating 
from a particular-Ego-~to-other— individuals , and the links which connect 
those individuals who are directly tied to Ego, to one another." The 
network, as a particular unit of analysis based on role and exchange 
theory, links individual and societal models of social life. The 
President's Commission on Mental Health (1978d:152-53) summarized the 
main functions other researchers, attributed to social networks as the 
followiiik? 

--maintenance of social identity \ 
--provision of emotional support - \ 

--provision of mutual aid and services 
--access of information ; \ 

--access to new social^ contacts and social roles.'* 



While social networks provide these supports, they also create demands 

on individuals within these networks for time., instrumental . and emotional ,. 

support of others. - * \ t \ . ■ .) 

The Family , ' ' J. 

There is very little empirical research on the organization of the 
Puerto Rican family on the mainland, although a major study. is underway ^ ■ 

in New York City (Rogler, 1978). . .' ^ 

Studies of Puerto Rican culture suggest a strong sense of tradition- f ! 
alism. and .belief in the family (Fitzpatrick, 1971). An important role 
is attributed to the Puerto Rican family in easing the transition from agrarian : 
to industrial society (Tumin $ Feldman, 1961). The traditional fictive r 
kinship system of . ^ompadrazgo (godparent relationships) expands the social 
support network of the Puerto Rican family (Mintz, 1955) . Despite the 1 
rapid social change occurring in Puerto Rican society, Rogler (1978:250) 
maintains that the family plays a stronger role in the functioning of 

- / ■ * . ••: ••. '■ '.- - 

-P4jerto^Pdcan.,Socie:t^ . .. . . .-■ .-. ■■ . -- »■ 

In the mid- 1960 's, Rogler arid Hollingshead (1965) studied poor urban 
Puerto Rican families living in the shanty town and public housing pro- 
jects in San Juan. They investigated how families coped wi,th' problems 
associated with schizophrenia when either the husband or wife or both • 
suffered from this disorder. These families were not linked to any pro- 
fessional mental health care. Rogler and Hollingshead found that sex < ,\ 
roles of the spouses, intervened between the illness and its impact on 
the family. When both spouses or the wife alone experienced schizophrenic . _ 

' conditions , the nuclear family, experienced serious disorganization. How- .' 
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ever, when only the husband was schizophrenic, the wife organized the\ 



family's resources" to cope with the illness. The wife accepted the i|ole 
of economic provider f6r the family in addition to providing emotional v 
support for the husband. The Rogler and Hoi lingshe ad study also demon- 
strated how nuclear families are tied into the extendi family network. 
According to Rogler (1978:249) : . "Mutual help, in fact, has the force of 
a sacred, obligatory norm: it is sustained by the double edge of giiilt 
and gratitude." Moreover, kinship assistance is probably sustained by 
the rational choice of individuals who realize their dependency on the 
extended family networks for their own welfare. ; This study in San Juan 
found that 88 percent of the nuclear families were either giving or 
receiving material goods from ties with relatives. Again, the nature of 
help provided was sex-linked. ^ While the women exchanged family centered 
social and emotional support, the men acted in instrumental roles; linkinjg 
the families to external, formal institutions, i.e.,* job market, welfare 

J^E5?l^gLl™g* ■ ~ — — 7— 

Social change in Puerto Rico may be weakening the traditional mutual 

assistance bonds within family networks and among friends and neighbors 

(Stewart! et al., 1956; Rogler, 1967). ' It is unclear to what extent 

Puerto Rican families in New York City have moved away from the present 

family structure in Puerto Rico. There are sharp differences in terms 

•of the strengths of family supports between . first and second generation 

Puerto Rican women on the mainland. Second generation women are' much 

are 



more likely to 'develop dependencies on the formal public welfare system, 
than women who migrated to the U.S. as adults (Personal cojiimuiiication 
with a representative of the Puerto Rican Family Institute, /Fall, 1978) . 
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For the non- Puerto Rican population, kinship' and- friendship networks 
have been studied as sources of aid to individuals and their nuclear 
families (Litwak and Szelenyi, 1969; Bott, 1957). Litwak and Szelenyi 
(1969), for one, show that kin provide long-term assistance, 'friends 
generate the affective relationships, and neighbors offer help in short- 
term emergency situations. For the most part, each' type of relationship 
provides a different kind of service. 

Few studies link psychiatric help-seeking to the structure of kinship 

" , i • ' > 

~and~friendship networks. A recent study of 120 outpatient and short-term 
inpatients at a New Haven CMHC (Horowitz, 1978) does investigate the res : 
ponses of social networks to mental illness. Horowitz's sample included 
working and middle-class married whites. The study categorizes husbarid- 
wife relationships as uninvolved, mutual .conflict, and separate. Ex- 
cluding the "separat ed" group, Horowitz (197 8:2 99) found that only 21 
percent of the persons currently living with their spouses received af- 

^fec-ti-ve-sijppor-t-from them. In all, Horowitz (1978:299) concluded that: 
"spouses are far more commonly hostile. than a source of positive support 
to patients." This New Haven study found that help-seeking is mainly a 
•female phenomenon. Men seek assistance from an average of one person out- 
side their nuclear family while women mobilize more than four individuals 
searching for assistance. Horowitz's study (1978:300) encountered a de- 
finite link between the type of marital relationship and the nature of 
informal help-seeking. As one might expect, in. the mutual reciprocal 
relationship, patients receive; active support from spouses and have lower 

rates of utilization of kin and friends (some 60 percent seek help from 

• • .. ';'./■ ■ ■ 

kin and 50 percent from friends). In the other marital relationships 
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where there is substantial conflict, these individuals, are/ the most 

' // 

active help -seekers (92 percent turn to kin and 73 percent to friends). 

So, the degree of supportiveness of nuclear family interactions is in- 

// 

versely related to help-seeking from friendship networks. 

■ Non-Kin Social Networks /' 

Non-kin networks as social supports are now. receiving wider atten- 

//• 

tion by policy analysts as resources to strengthen families or to act as 
alternatives to institutional placement for reintegrating chronic schizo- 
phrenics into communities. Garrison (1978) studied/the non-kin support 
systems for first generation migrant Puerto Rican women in the South 
Bronx borough of New York City. In this analysis// supportive relation- 
ships are defined as those that provide either instrumental (e.g., finan- 
cial assistance, help with household tasks, ch^/ld care, etc.) or affec- 
tive help (seeking advice and emotional nurturance in times of crisis). 



Garrison drew a sample of 29 nonschizophrenic and 26 schizophrenic 
women' from a local neighborhood, the Lincoln Hospital Mental Health 
Service outpatient clinic, a spiritist center, and the Tremont Crisis 
Center (Bronx Psychiatric Center). Garrison located' seven basic patterns 
' of social support associated with different types of nuclear family 
organization. The schizophrenic women who successfully adapted to their 
neighborhoods showed greater dependence upon neighbors, kin, and other 
non-kin groups than upon their families. These non-kin groups included 
neighbors, friends, Pentecostal groups, Jehovah's Witnesses, block orga- 
nizations and political organizations, quasi-groups or action sets, self- 
help and spiritist groups. Generally, the process of social withdrawal 
for schizophrenics takes place progressively, beginning with more 
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peripheral social contacts, then persona! but not intimate relationships; 

finally the disturbed individual withdraws even from immediate nuclear 

family relationships. Gairison observed that social withdrawal for 

schizophrenic Puerto Rican women occurred in a reverse order from a 

disintegration of conjugal bonds first, followed by weakening of the 

less personal relationships. Garrison concluded the following: 

Instead of looking to the family to find support for chronic 
schizophrenic patients in relationships that frequently have 
not been supportive in the past, the clinician might seek to 
halt or reverse the process of withdrawal by emphasizing, re; 
inforcing, or supplying transient non-kin support relationships, , 
involvement in voluntary associations of non-kin within the 
natural community that are tolerant and accepting of schizo- 
phrenic persons, and development of future kinship relation- 
ships with agencies. 

Eventually these non-kin relationships may act to restore moi-e functional 

kinship relations. 

Patterns of informal mutual aid extend beyond the kinship groups to 
.include neighbors, friends, and acquaintances. Horowitz's study of the 
" social networks of clients' of a New Haven CMHC showed that, excluding 
the nuclear family, persons are more likely 'to approach friends for help 
than kin or other kinds of networks members. When parents and siblings 
• are available they are about as common a source of help as friends 
(Horowitz,. 1978:301). It is apparently the physical isolation of in- 
dividuals from their kin, not choice, which explains the importance of 
friends providing greater amounts of aid. 

Several studies have shown that kin, friends, and, neighbors provide 
specialized kinds of help' (Adams, 1967; Litwak and Szelenyi , 1969) . 
Generally, all members of a social network provide advice to help-seekers.. 
However, in-kind services are usually exchanged among kin. Horowitz 

ERIC 
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found that concrete services (money childcare, housing, etc.) unlike 
advice, arc not interchangeable. When kin are not available to provido 
those services, they are not provided by friends (1978:302). Finally, 
friends are- more likely than kin to suggest referrals to mental health 
agencies for assistance. Non-kin members of social networks are mobi- 
lized for emergencies and for obtaining resources not available to the 
kin network. 

Other studies of urban families indicate more generalized exchange 
relationships (Stack, 1974). Carol Stack's detailed' analysis of kinship 
and friendship networks within a poor urban black community expresses 
the importance for survival of sharing goods among local networks of 
"personal kindreds."* Stack found stable domestic networks of cooperating 
kinsmen within the poorest black communities. These friends who became 1 
involved in reciprocal generalized gift exchanges are defined as kin, \ 
similar to the Hispanic ritual coparent concept of compadrazgo . Ruby \ 
Banks, one of Stack's close informants put the nature of gift exfchange 
this v/ay: "You ain f t really giving nothing away because everything that 
goes round comes round in my book" (1974:42). 

"The." "extended psychosocial kinship system" (Pattison, et al. , 1975) 
is another concept suggested as a basic social support for the chronically 
mentally ill vflien the individual's family is not intact. The concept ( 
actually refers more to a network of neighbors and friends than to a per- 
son's kin. Nevertheless, the psychosocial Network provides affective 
and instrumental supports. Pattison and others (Budson 5 Jolley, 1978: 
610) argue that normal, healthy people maintain 20 to- 30 people in an 
intimate psychosocial network, including five to six^ persons in each of 
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the following groups: family, rolativos, friends neighbors, co-workors 
or social contacts. Neurotic individuals have 10-12 people in their networks, 
and psychotics even fewer. The goal of community support programs is to 
ropopuiatc the weak psychosocial networks with individuals holding resources 
valuable for reconnecting the mentally disabled person to the neighborhood. 

Budson and Jollcy (1978:611) concluded that common to all successful 
community programs is the psychosocial kinship system that was cither 
introduced when it was absent after a long period of hospitalization (Budson, 
Grob and Singer, 1977), supported when it 'was weak (Polak and Kcrby, 1976),. 
or reinvigorated when a person arrived with an intact but weak network 
(Stein, Test 5 Marx, 1975). In all, the non-kin social network appears as', 
a strong, useful image in the literature on social and community supports^ 

for the chronically mentally ill. ■ , 

■ / • 

Espiritistas 

In San Juan, Puerto Rico, Rogler and Hollingshcad's studies (1961, 
1965) of schizophrenic families found the institution of spiritualism to 
be the most common form of help sought outside the family when individuals 
experience emotional stress and mental illness. Studies of folk healers 
in Puerto Rican communities in the U.S. showed spiritists to be a main 
community resource in the health, mental health, and welfare system 
(Garrison,. 1977a, 1977b, 1979a, 1979b;' Thomas and Garrison, 1975; Harwood, 
1977, Koss, 1977). -There is an informal referral network among emergency 
services ..medical clinics, spiritists, and mental health professions that 
often bypasses the psychiatric services except for the most severe mental 
disorders. , / 
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In Thomas and Garrison' s work with Hispnnics in New York City 
(1975:292) almost half (24) of tho 50 spiritist clionts interviewed 
visited physicians, without successful treatment, before contacting 
the spiritists. Somo 20 of tho 50 rospondonts claimed to go to doctors 
with somatic complaints they considered "matorial" and take other somatic 
problems they do fine as "spiritual" in origin to the spiritists. Almost 
all of the 34 consecutive Hispanic admissions to an outpatient clinic in 
the same neighborhood had been to spiritists concerning the same problems. 
In this latter group some 75 porccnt held beliefs in "spiritual causation" 
of the psychiatric difficulties. Half of tho persons interviewed finally 
arrived at the mental health clinic after failing to locate a spiritist 
that could help. One- third continued to visit spiritists while attending 
the clinic. Comparing spiritists and psychiatrists, Garrison (1977d:441) 
concluded: 

that the two types of healers (the folk and the professional) 
interpret the same feelings and behaviors in similar ways, that 
they have similar treatment goals and, to some extent, similar 
treatment techni qucs;lxit they talk about what they see and do 
within very different systems of conceptualization of the self 
and world. The conceptual systems are, in fact, diametrically 
opposed in that the locus of the illness is inside the self in 
one system and outside the self in the other. 

Garrison interprets these different systems of interpretation of the self 
and world as reflections of different cultures (Puerto liicans vs. Anglo- 
American) and socioeconomic status (lower class vs. upper-middle class). 
Professional mental health workers now recognize that spiritists are an 
important group that provides services for Hispanic clients not available 
through the "community mental health centers and other formal institutions. 



40 



'. • A Sense of Community- -Does it Matter? 

How does the concept of community fit 'with the Federally defined 
geographical "catchment areas" with 75,000 to 200 ,000 inhabitants? . 
Smith and Hobbs (1966:9) , concerned with tte 

comjtunity mental health centers , make the point that ' 'the community is . 
hot just a catchment area from which patients are drawn ; the task of a 
community mental health center goes far beyond that of purveying prof es- 
sional services to disordered people on a local basis." Yet how the .<■ 
policy maker perceives a sense of community influences the kinds of 
policies established to foster social and community support programs. .; 

Essentially, community studies tend to divide into three main per- 
spectives: ' one view concludes that we have lost our sense of community; 
a second view maintains that neighborhood kinship ties continue to. thrive 
r in modern society; and a third view considers the value of social net- 
works not related -to local geographical origins pVeilman, 1979);' According 
to the decline- of -community perspective, primary relations are now "im- ' 
personal ^Eransit^ 1938:12). Urban residents 

are not considered as members of a single, closely-knit community but as. 
participants in multiple, sparsely knit 'and weakly bounded social net- 
works. The loose, disorganized social ties of urban dwellers, provide 
few help -giving services for individuals e:xperiericing mental disorders. 
Services are thought to be delivered only through secondary affiliation 
and formal institutions. Basically, this perspective assumes that strong 
primary, ties occur only in densely knit, self-contained solidarities that 
are no longer present^in industrial-bureaucratic society. 

^y: : ,:Ai:Z 



t The second view finds that coimnun^l solidarities have continued to 
exist in industrial-urban society because of their usefulness in pro-, 
viding social support, meeting basic hmSfiieeds'.and exerting funda- 



mental social control in. populations^CGans , 1962 ; Jacobs , 1961; V Keller^ 



1968; Suttles, 1972). Whi le^fe cogni z ing that the division of labqr in • • 



urban society produces membership in more narrowly-based social, networks > 
the continuity- of- coimiunity argument hoicks that these networks develop 
solidary features. Urbanites are, in fact, urban villagers „ (Gans, 1962).? 
.. Neighborhood and local friendship networks provide important supports v 
mediating between the family and formal bureaucratic structures (Young § | 
Wilmott, 1957; Gans, 1962; Liebow, 1967; Stack, 1974). Numerous field J 
studies show the maintenance of strong urban primary ties even with' the 
advance of industrial-bureaucratic society. During the early ' I960' s, 
o the continuity-of -community perspective became the new orthodoxy'. 

Followers of the continui1y-of-cdmiiimity perspective of urban social 
organization focused their research on the persistence of communal 
solidarities in kinship systems andin neighborhoods. Generally, these 



ties were not considered within an overall view of social netwprks . Jfore 
recently, community studies have focused cn the external linkages of com- 
munities' and the extension of primary social networks outside the local 



neighborhood (Suttles, 1972; Fischer, 1977 x ; Wellman, 1979). Suttles 
(1972:13) argued that communities and neighborhoods acquire a corporate 
identity because they are held jointly responsible for certain issues b 
external organizations. According to Suttles (1972 : 46) , "There is nov^ 
unique urban community , but instead a pyramid of residential collectivities 

— -— _ _- - — — 4-2— 



which receive their recognition by common consent and whose expansion 
depends on the .expansion of a hierarchy external to the community itself. 

The newer , third perspective of community recogni zes the importance 
of primary ties but asserts that thjse ties are no longer structured by 
densely knit and tightly bounded solidarities (Wellman, 1979) .These 
11 communities of limited liability" (Janowitz, 195Z), result from: a 
separation of residence, workplace and kinship groups; high rates of 
residential mobility; inexpensive, effective means: of communication and 
transportation making it easier to maintain dispersed primary^ies^^ 
the heterogeneity of urban populations. This view o£ T ^ cpm^ 
munity abandons the use of the local area for investiga^g^community • Y 
structure, focusing directly on the structure of p^ii^iy^es (Wellmm, ^ 
1979:1207). "'Primary ties are now seen as forjmng sparsely knit,* spatially 
dispersed Structures instead of dense^e^ganized solidarities (Granovetter 
1973; Fischer, 1977; Laumann , 19^ \ Wellman , 1979) . Instead of the / 
institutionally conp let e ^(Breton, 1964) networks or the .self-contained 
urban village structure, primary ties are seen as dispersed among multi- 
ple, weakly connected social networks.- Primary relationships are organized 
as differentiated networks , not as solidarities. Wellman f s (1979), stijdy 
of a Toronto neighborhood found that even kinship obligations function 
as dyadic relationships instead of densely-knit networks. < 



*Whether nei^iborhood friends' are' considered, more 



living outside the neighborhood varies by class (Fischer, 1977:171). Low 
income respondents in a Detroit survey considered their neighborhood 
friends more intimate than those friends living outside the neighborhood. 
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Weakly-knit but extensive primary networks provide a/i/ide range of 
direct and indirect ties to dispersed and differentiated resources in 

resources through these new social net! 
.works is no longer dependent on /moral obligations/of the natural coinmunity 
but on the quality of dyadic ties , ease of maintaining contacts , and the 



ability of members to provi^cte indirect connections to additional resources 

* . • f / I 

0Veilman, v 1979; Boisse vain, 1974; Boissevain 5 Mitchell, 1973). While 

tending to create less^/locally focused' communal solidarity, these dif- 
ferentiated social networks provide/bases for access. to a wider variety 
of services than the closed, dense network cluster identified with the 
traditional sense of commimityT^ 

: / 

Current neigjiborhood^and community supports for mental health pro- 
grams still rely on the/traditional sense neighborhood. Studies 
(e.g., Naparstek, 1978) interpret community supports as local, neighpor- 
hood-based programs where neighborhoods enclose, the social networks that 
help individuals cope with their problems. However, the more re cent j 
findings from^the perspective of a liberated community suggest that polic: 
should fo^us' more on supporting differentiated social networks instead of 
just locally based solidary networks inside neighborhoods. Neighbor-- 
hooa cohesion will develop when residents discover .social relations in 
/their localities more rewardingrta^ outside the neighborhoods. 

The recent resurgence of neighborhood associations^ P r P""' 
— bl^~thUtnr^iderits fee J city, state, federal governments do not-^idle 
well. Some neighborhoods have been forced to concern themselves with 
• the problems of deinstitutionalization as a community issue when formei 



state hospital patients were channeled into their areas. Other neighbor- 
hoods prefer to exclude community mental health issues as high priority 
topics until city agencies target their neighborhoods to receive Worker 
patients. • 

Housing ; •' 

The issuejof housing for the mentally ill has gained importance re- 
cently in federal, state, and city policies. Federal court decisions 
have ruled" that the mentally ill have a constitutional right to live in 

the leak restrictive, most appropriate environment: The General Accounting 

• / . ■ i . •■ . .' . . ■ . 

Office (GAD, 1977) reported that a major barrier to adequate community 

placement for patients leaving' the state hospitals is the unavailability 

of decent, affordable housing.' Most recently the President's Commission 

on Mental Health (1978a) stressed the importance of living arrangements 

for the chronically mentally ill in their own communities. The New York 

Office of Mental Health has declared community residences, a top priority ' 

issue • At the city level, the '^Department of Mental Health, Mental Re- 

■ ■ • • •;• .... 1 % •/•'■ ' "' • ' ' ■ ■ 

tardation, and Alcoholism Services has increased the importance of com- , 
munity residences among its Community Social Supports goals,. ; 

I could not locate studies focusing on the -experiences of Puerto 
Ricans or other Hispanic American groups in housing programs. The State 
of New York does not break down by ethnic categories its follow-up of 
ex-patients in cdmnunity residence programs . Even city programs targeted 
specifically for single residence occupancy (SRO's) hotels have not 
analyzed findings according to ethnicity, 



. While in 
out of mental 



New York State the majority (54 percent) of patients cpituiig.: 
institutions return to their families , the?e yis^^}^stmr,^y : 



tial number of individuals who. dcf not return to families: pr^ra 



(Carpenter ^978 : 385) > Different types of transitional residences have;A^ i; 
developed ./tp, meet the housing needs of individuals ^unaMfe-ita 
their f amlies : foster care hcmies,^ halfway hpuses 

satellite housing programs , and cooperative apartments and hostels (see 
Carpenter, 1978 for a review of the literature on, housing for the mentally 



i'll). 

/. 

/ ' 



/ There is. a diversity of housing programs . : The main differences can 
be accounted for by their acceptance of the medical model of drug therapy, 
independence from the CMHC f s or other mental health iris ti tutions, per- ; 
/manence of residence, amount of professional staffing , arid riumber of 
residents (Carpenter, 1978). More structured programs- like the ha 
.houses provide services to strengthen the social and kin net^rbrks of re- . 
sidents. In many cashes small groups of halfway house residents' leave the 
halfway house together to locate apartments on their own (Faii^eather et 
al. , 1969). -'\vlhese groups give patients the additional support which 
might not be available if they were on their own (Bowen § Fry, 1971) . 

Other research suggests that transitional residences need to be 
closely linked to comprehensive vocational rehabilitation services (Wilder, 
Kessel 5 Caulfield, 1968). For example, the staffer at El Camino House 

• in California found that imirie^ of chronic patients in voca-' 

tion al rehabilitation programs was more useful f or~ their adaptation to 
the neighborhood than social skills programs which delayed their leaving 
(Mdimond, 1969-70). However, all chronic patients cannot manage quick 
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entry jinto the labor fbrce or even vocational, rehabilitation programs. 
Recognizing the difficulty .of vocational placement; fqr the chronically 
ill, the Fountain %ouse. in New York City 5 established bver the past/ 30 
years a transitional isj^loyment program where members j work in some 44 
businesses in the metropolitan area (Beard, 1976) .Jobs are rotated 
airing members every four to six. months / If necessary a series of transi- 
tional jobs, can be. arranged. Evidence as far back as the centuries old 
housing and work arrangements of Geel, Belgium, supports the need to , 
closely tie together the community residence programs with work experiences . 

\ The recent focus on housing for the mentally ill raises other issues • 
concerning the acceptability to neighborhood residents of group homes or 
other types of residence. For the success of community residence programs, 
mental health agencies must extend their concerns beyond the location of 
suitable, residences to the problems encountered in gaining neighborhood 
acceptance of these programs and integration 7 into community life. These 
new issues have not been studied systematically. A major, problem from 
the local residents' perspective concerns the stability of the neighbor- 
hood affected by changes in zoning ordinances, change in property values , 
and the introduction of atypical home living arrangements. Other resi- 
dents are offended by the 1 intrusion of the state into what they define 
as a local planning issue. So, /'proposals for the development of community 
residences for the mentally ill, while gaining recognition as instrumental., 
for the success of the' deins'titutiohalization poii^7fiaW" raised "the "com- ~ 
plex issue off community acceptance, and support for these programs . 
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^Summary 

v 




An assessment of the available knowledge concemi^,^ 
and other Hispanic/American mental health community si^port programs for . 
the chronically ill shows considerable roan for research ;-iijyt^is:area. 
The existing studies point out methodological problems and gaps in cur-, 
rent information. 

there is. a demonstrated need for improvements in -the delivery "of 
mental health services to the large Hispanic American population in the \ ' 
United States. Moreover, the value of social and community supports is 
evident. However, the available information suggests that the domain of. 
social and community supports for the chronically mentally ill is not as 
policy responsive as policy analysts would like it to be. Social and 
community networks are less manipulative and more resilient to change 
than many public agencies expect. Still, the delivery of mental health 
[services to Hispanic Americans can be improved.- Particularly for ethnic X 

minorities, social and community supports can significantly contribute 

" ' •• . , ' r- : : -• 

to this improvement . 

Epidemiological, studies clearly show the precarious physical living 
conditions of the Puerto Rican population in New York City. Yet, it has , 
not been shown. 'that Puerto Ricans experience higher incidences of mental 
illness than other populations ." High rates of symptoms among Puerto 
Ricans cannot be understood as meaning high rates' of psychological dis- ; 
order. These symptoms" may be due to" dpi turai differences. The"inyerse 
relationship between certain forms of mental illness (schizophrenia and 
organic brain disorders) and socioeconomic status holds for the general 



/ 

/ 



population. Various explanations for the higher rate of mental illness 
within the lower class' included: physical conditions, socioeconomic 
stress, social selection, and labeling. However, these relationships ^ 
may be confounded by ethnicity. The data emphasize that the recognition 
of mental illness is mostly a social process (Holtzman, 1979). 

In the improvement of epidemiological studies, agencieTmust stan- 
dardize a definition of the Hispanic or Puerto Rican category. While 
some public agencies define Puerto Rican as those persons of Puerto 
Rican parentage , others include only those born in -Puerto Rico.* The 
U.S. Census Bureau' defines as Puerto Rican those persons born in Puerto 
Rico and of Puerto Rican parentage. Other agencies use only "Spanish - 
Surnamed" dr "Spanish- Speaking" categories. Third generation and sub- 



sequent 'generations who identify themselves as Puerto Rican are not 
included in the federal or state definitions for Hispanic groups. In 
short, ^changing categorizations of ethnicity further complicates the 

- •: \ I . . " " ' . ' ■ " 

collectiori\6f health statistics. ' 

Most studies indicate that Hispanic populations are underrepresen- • 

' • " I \ ' • • ' • • • ■■ • 

ted in- the utilisation of health facilities . _ Hispanics experience pro- 



blems of access, lack of mental health information of available services 
institutional "hostility," and other difficulties with formal community 
"mental health serviced". " The available information does not include ,• 
longitudinal studies of user rates by ethnic minority status for the 



*Alers (1978:1) found the New York City Health Department uses each 6f^ 
the above defihilloris-foin ai££e-rentrkinds-of-statistical-infbrmation" 



49 



/ 



4 N 



community mental health centers. Representative sampling and time-series 
studies are necessary to more carefully investigate the utilization of / 
public and private mental health services by Hispanic populations. ; 

The concept of social networks as developed^recently by anthropolo- ' / 
gists and sociologists provides. a useful frameworl^or analyzing '-social \ 
7 and community supports for the chronically mentally ill. , Certainly the 
relationships among the structures of nuclear families\ extended families, 
friendship and neighborhood networks are complex and need further study, 
particularly among Hispanics. Detailed social network studies of Puerto 
Rican families and social networks similar to Carol Stack's work with 
poor urban blacks are needed. The available information does suggest 
that differentiated, widespread social networks are vital for individuals 
to cope with the contingencies of urban life. Federal, state, or city 
funds cannot by themselves improve weak social networks. Further work 



is needed to indicate exactly what resources that strengthen social net- 
works can be supported by public policy. 

Because of the absence of longitudinal analysis and difficulties of 
quantifying exchanges in social network relationships , policy intervention 
is problematic. Healthy individuals are associated with complete social 
networks; individuals experiencing mental disorders are associated with 
sparsely populated, weak networks. However, available studies do not 
clearly support the argument that, strong social netwp^ks~will uaube " 
significant improvement in persons already mentally ill. Further inves- 
tigations are necessary to establish" the^e casual connections 
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Finally, recent community studies suggest that strong social net- 
works need not be physically limited by local neighborhoods. Community 
supports have previously attracted attention to more narrowly defined 
social structures located within neighborhoods. Although, neighborhood 
" supports are important, especially for the poor and: minority groups, 
their social networks should not be limited to these local environments. 
Total- dependency upon local social supports in areas of New York City, . 
like the South Bronx, would severely hamper the usefulness of residents' 
social networks. A sense of community need not be constricted by tradi- 
tional neighborhood units but, instead, can include the differentiated , 
social networks extending beyond these limits • to include external 
sources of support. Federal grants alone will not reconstruct a sense v 
of community. Community studies must determine what resources are needed 
to do so and which of these are policy responsive. 



- - . CHAPTER III ■ j ; | 

, ; CURRENT POLICIES FOR SOCIAL AND COMMUNITY SUPPORT PROGRAMS ^ 

•In this chapter I review the existing policies ^related to social 
and community support for the chronically mentally ill in urban areas. 
The discussion includes federal, state,- and local policies. I also - 



discuss, the federal judicial decisions that have influenced mental 
health policies concerning social and conmunity supports. . 

Federal Policies r 
• According to a recent GAD report (1977:5) there are at least 13S 
federal programs, managed by eleven major departments or! agencies, that 
have a direct or indirect impact on the mentally disabled. The Depart- K 
= ment of Health, Education, and Welfare alone operates some -89 programs. \ . 
The federal programs and agencies particularly telated to social and 
community supports include the following,:. Community Mental Health Cen-. 
ters Act of 1963, Community Mental Health Centers Amendments of 1975, 
the proposed Mental Health Systems Act, Medicaid;, Medicare, Supple- 
mental Security Income Program, Department of Labor, Vocational Rehabili- 
tation/ Department of Housing and Urban Development , and the NIMH Com- 
munity Support Program. 

Community Mental Health. Center Legislation j v. 
i As a result of broad national discontent with the state mental 
— hospital systems, .the Joint Coimiiiss i on un Mental Illness aud-Healtirwas"— 
established by Congress under the Mental Health Study Act of 1955. Al- , 

— ; ; — — ^ : ~ — : — : : ■ — p — ■ — : ~. 

though the Joint Conmission did not propose the community mental health 
center concept, it^carefully documented the need to abandon the large 
state mental hospital program and to treat the mentally ill in their own 



communities. In response to the Joint Commission's study, NINH's director 
Robert Felix proposed the concept of the community 'mental health center. 

In February, 1963, in a special message to Congress, President 
Kennedy proposed the idea of a national system of community .mental health 
centers.* Kennedy's proposal became the Community Mental Health Centers- 
Act of 1963. Each federally funded r community mental health center is re- 
quired to provide at least five essential services: (1) inpatient care 
for persons needing intensive or full-time care; (2) outpatient care for 
the entire population in their catchment area; .(3) partial, hospitalization 
for those needing day or night care but able to function the rest of the 
time in the neighborhood; (4) emergency care for a 24-hour basis by one of 
the above three services; (5) consultation and education for community 
groups, professional and non-professional. The CMC's are organized 
arqund the traditional medical model of inpatient/outpatient services. 
However, the consultation and public education services extend the scope 
of the CNHC beyond the clinical setting to the organization of neighborhood 
groups and institutions. The consultation and public education services 
provide the opportunity for CMHC's to 'support existing social networks j' 
and neighborhood organizations which strengthen individual and family 
resources. 

The newer Community Mental Health Centers Amendments of 1975 (42 qSC 
_ 2689-)-mandated CMHC's to provide the following services: (1) inpatient/ 
outpatient services and day care/partial hospitalization; 



*For-an analysis of "the politics of the process resulting in the Community 
MentafHealth Centers Act, see Bloom (1977), Foley (1975), and Reichenbach 
(1978). 
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(2) ^specialized services for children; (3) specialized services for the 
elderly; (4) consultation and education services; (5) assistance to 
courts and public agencies in referral of clients to state mental health 
facilities; (6) follow-up -care for residents of catchment area released 
from mental health facilities; (7) transitional halfway house services; 
(8) alcoholism and drug abuse programs. j 

A GAO (1974:67) report that reviewed the policies of the QHC's 
found that CMiC's had increased the accessibility, quantity; type of com- 
munity 'services available and the responsiveness of mental health ser- 
vices to individual needs. The same study also indicated that OHC's 

•j 

had not been fully effective in the prevention of unnecessary admissions 
to public mental hospitals, the provision of treatment and care of indi- 
viduals released from these institutions, or the development of a coordi- 
nated svstem of care for the mentally ill. Hie GAO (1974:67) concluded: 

\ • 7 

It appeaErs that, in some cases, psychotropic <Jrugs and other 
. Federal programs, such as Medicare and other public assistance 
programs , have had more of . a direct impact oh Ithe reduction of 
mental hospitals than the CMHC program. ^ . 

Recognizing the need for iiiprowments . in community menial healti, 
center practices, Congress passed two pieces of legislation: | the Special 
Health Revenue Sharing Act of 1975 and the Community Jfent^He.alth Cen- 
ters Amendments of 1975 (Public Law 94-63). The Special ^ealth^Revejnue 
Sharing Act works to eliminate inappropriate placement of' the mentally 

ill in institutions and to insure the availability of the. right noninsti- 

* I 
tuticm^ individuals. The legislation assists the 

courts and lOther public and private agencies in the provision of follow- 
up care by [CMC's for persons released from state hospitals. Hie lAct 
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provides that at least 15 percent of each state's allotment for comprehen- 
sive public health services be used only for mental health services and that 
at least 70 percent of these funds be provided for community services. 
During 1975 fiscal year, $90 million was appropriated for comprehen. sive 
public health services. At least $13.5 million was to be allocated to mental 
health programs and $9.5 for community-based mental health services. 

The 1975 Community Mental Health Amendments Act added four new required ■ 
services for CMHC's: (1) assistance to courts and other public agencies in 
screening whether residents of the center's catchment area should be referred 
to a state mental hospital or to treatment at the CMHC facilities; (2) pro- 
vision of follow-up care for -residents of the centers catchment area who 
have been discharged from mental institutions; (3) a program of transitional 
halfway houses for the mentally ill residents of their catchment area; (4) 

« provision of governing boards of the CMHC. The governing boards are intended 
to represent residents of the center's catchment area, reflect the demographic 
characteristics of the area, meet regularly to set general policies for the 
CMC, and assure that at least one-half of its members are not professional 
' health, providers. However, with the Community Mental Health Centers Exten- 
sion Act of 1978, (42 USC 2689) CMHC's operated by hospitals or government 
agencies gained a loophole to community control efforts. Advisory boards 
might, be. substituted for governing boards. 

By July, 1975,' NIMH allocated construction and staffing grants of , 
$1.2 billion to 603 CMHC's serving 41% of the IT. S. population (GAO, 1977: 

• 68) . Construction grants included up to 66%", of the costs in nonpoverty 
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areas and up to 90% in poverty areas. Staffing grants are awarded on a 
declining basis over an eight -year period. They range from 30-75% in 
nonpbverty areas to 70-90%* in poverty areas (GAD, 1977:68). 

Despite the formal goals of CMHC legislation only minor attention 
has been paid to community support systems. The weakest links in the 
CNHC system are between the centers and the surrounding community. A' 
review of CMHC activities suggests that the consultation and education 
services for community groups has been one of the least active services. 
Federal support has remained focused on the more traditional professional 
services delivered within a community context. ^ 
Community Mental Health Systems Act' ' " "™ 

Currently, the Carter administration supports legislation aimed at 
the development of a comprehensive national mental health policy. 

The administration's draft of the Community Mental. Health Systems 
Act includes the following objectives: the more effective use of feder- 
al, state, local, and private mental health and human resources through 
imp roved State management; the development of community -based services 
for special populations including children and youth , -the aged, the 
chronically mentally ill, racial and ethnic minorities , the poor, and 
rural groups; the minimization of unnecessary institutionalization and 
assurance of long-term residential care in the least restrictive environ- 
ment; the integration of general health and mental health services; re- 
newed emphasis on preventive programs; and the encouragement of mental 
health professionals to work in the unserved and underserved areas. 
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This legislation, in response to the President's Commission on 
Mental Health, strongly^fraeks the concept of community support systems. 
Core service agencies are to be funded for the development of social 
suppprt systems within their communities. Funding for the community 
based mental health services will be provided through several .new cate- 
gories of awards for: the assessment of community needs and operational 
plans; initiation awards to target populations (i.e. , ethnic minorities, 
children and youth, etc.); flexible plans to include services as the 
neighborhoods need them until finally reaching a comprehensive mental 
health service system for the entire population; the linkage of mental 
health services to primary health care facilities; and continued sup- 
port for the nonrevenue -producing services of CMHC's whose development 
grants have end^d. 
Medicaid 



Medicaid is the most important federally supported program influ- 
encing the process of deinstitutionalization. :* x The Medicaid program has 
contributed to the welfare of the meikally ill by the imposition of 
minimum requirements on the quality of institutional caVe in mental 
hospitals, nursing, and intermediate careNfacilities . However, without 



*Medicare and Medicaid, are regarded as two of the most important pieces 
of social welfare legislation since the New Deal\ "Medicare provided for 
insurance to cover hospital and related care for persons aged 65 and 
over. The program was to be administered by the federal government and 
financed by an addition to the mandatory employer- employee contributory 
payroll tax that already financed retirement pensions^ Title XIX- 
Nfedicaid-provlclrd-federal grants to match state programs^of hospital 
and medical services for welfare recipients and the medically indigent." 
(National Associatipn of Social Workers, 1977:527). 

57 
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available alternative community placement, Medicaid funding for/nursing 
homes has contributed to the tremendous growth of nursing home/' facilities. 
Moreover., nursing homes often cannot provide for the special /needs of the 
mentally ill (GAD, 1977:85). / 

Day care services for the mentally disabled are not /available or 
.available only to a very limited extent under Medicaid. ^Coverage of out- 
patient services in mental health clinics is also quite limited. 

Home health care, usually for physical disabilities, comes under 

Medicaid and Medicare coverage. However, the mentally ill not confined 

to their homes are not entitled to.,home health services. 

■ I I 
Federal legislation and HEW regulations prohibit the use of-Medi— 

/ ■ ' / I 

caid funds for those under 65 in mental hospitals , except for individuals 

under 21 years in accredited psychiatric facilities. The mentally ill 

under 65 living in halfway houses would not b£ entitled to Medicaid re- 

imbursements according to HEW regulations.. The same persons living in 

nursing homes would qualify for Medicaid. %. 

Medicaid expenditures for mental health services for 1977 are shown 

,in Table 2. Nursing homes received over 53 percent of the -Medicaid 
budget compared to 2.4 percent for community mental health centers. In 
1974 Medicaid contributed nationally about 60 percent of the cost of 
nursing homes. Medicare paid some seven percent of the hill (National 

- Association of Social Workers, 1977:1011). Federal funding through 
Medicaid makes nursing homes, the primary destination of patients leaving 
public mental institutions. ' \ 



Table 2 

Medicaid Expenditures for Mental Health Services 8 

FY 1977 

Estimated Expenditures 

Type of Care or Service / (millions of dollars) Percentage 

State , County and Private Mental 

Institutions and Psychiatric Hospitals - $ 558 13.6 

General Hospital, Inpatient, Out- 
patient and Emergency Care, Related 

to Mental Health. $ 185 i 4.5 

Community Mental Health Centers $ 100 j 2.4 

Private Free-Standing Clinics. $ 25 - 0.6 

Physicians and other Practitioners : $ 82 . 2.0 

Nursing Homes $2,189 53.5 

ICF/MRs $ 702 17.2 



Residential Treatment Facilities 
Rehabilitation and Children's 
Programs * 



Drugs 



$110 2.2 
$ 110 2.2 



TOTAL $4,091 100.0% 



Estimates include direct costs to Medicaid for mental illness and 
retardation. Source: President's Commission on Mental Health, 1978, 
Vol. II, p. .520. 
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Medicare 

Medicare is a federal health insurance program availably for the 

aged, individuals entitled to Social Security Disability Insurance for 

at least 24 consecutive months, and for a few others. Medicare coverage 

of outpatient Cental health care is limited to one-half the cost or 

V f 
$ s 250/yr. , whichever is less. The dollar limit has not increased since 

1965. NIMH recognizes that these limitations on outpatient coverage 

are contrary to their deinstitutionalization policies (GAO, 1977:119). 

Medicare provides limited inpatient care in state mental hospitals (190 

days for life) and more extensive coverage in general hospitals. Medicare 

also provides funds to nursing homes that are licensed as extended care 

facilities. Funds are limited for post^hospital care for specific periods 

of time (National Association of Social Workers, 1977:l01i). 

Supplemental Security Income Program 

Administered by the Social Security Administration, the Supplemental 

Security Income Program (SSI) provides a uniform national minimum cash 

income for the aged, blind, and disabled. Under this program, individuals 

could receive up to $167.80 a month in July, 1976. A large number o£ 

mentally disabled persons -who have been placed in substandard facilities 

or have not been provided necessary' services have been receiving SSI 

payments (GAQ, 1977:125). A 1975 HEW study found that 75 percent "of 

the individuals in residential care facilities in six of seven states 

had not received rehabilitative services (GAO, 1977:125). Except for 

•alcoholics, drug addicts, and disabled recipients, federal policies do 

hot demand that SSI clients have treatment plans or specified services. 

6o v ;•• 
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According to a GAO (1977:126) report, operators of nursing homes have 
abused SSI benefits by crowding individuals into substandard facilities 
to increase their profits. 

The Social Security Act prohibits payments of SSI to persons in 
public institutions. In November, 1975, 47 percent of tjhe 603 CMKC's 
were publicly sponsored.- Residents of these sheltered homes, halfway 
houses or hotels could not receive SSI funds. Similarly, residents of 
housing programs run by state or local governments were not eligible 
for SSI payments. The GAO report (1977:128) concluded that: 

by authorizing Medicaid reimbursements for the care of persons 
in large publicly run institutions and in' nursing homes, but 
not in smaller, publicly run community-based facilities like 
group homes or hotels under SSI, the Federal government is pro- 
viding financial disincentives to care in least restrictive en- 
vironments . I 

SSI payments to persons are reduced when support is provided by 
public agencies. To maximize federal funding sources, these reductions. 
1 encourage states to place individuals in private nursing homes or inter- 
•mediate care facilities. 

More recently, changes in the federal. law have favored publicly-run 
facilities. The Unemployment Compensation Amendment of 1976 (PL94- 566)' 
excludes publicly operated community residences for 16 or less, from the v 
definition of public institutions (GAO, 1977:132). Consequently , residents 
are now eligible for SSI payments. Other new legislation provides that 
state and local government subsidies to^SSI recipients will not reduce 
their SSI benefits. , 
Department of Labor and Vocational Rehabilitation 

Local opportunities for work offer strong community supports for 
the mentally ill, With the new Rehabilitation Act of 1973, vocational 
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rehabilitation programs are required for the chronically mentally ill. 
Previously, programs focused on individuals only slightly disadvantaged. , 
However, the Rehabilitation Services Administration has not focused 
clearly on deinstitutionalization as a. main goal of its programs (GAQ), 
1977: 152). Vocational rehabilitation for the chronically mentally ill 
has not been a high priority interest of states. 

A 1975 HEW report showed that nationally there are more than 3,000 
sheltered workshops. The Department of Labor allows 2,700 to pay less 
than minimum Federal wages. The programs serve 410,000 clients yearly, 
of which 72 percent are mentally disabled (53 percent mentally retarded 
.and 19 percent mentally ill) (GAO, 1977:166). The workshops are suc- 
cessful in reducing the number and severity of problems of the mentally 
disabled. However, their achievements have been limited insofar as 
placing clients in competitive, long-term employment in the neighborhood. 
In the past, workshops placed only 10 percent of their clients yearly in 
competitive employment, usually low-paying, service jobs. 

Section 503 of the amended Rehabilitation Act of 1973 and Depart- 
ment of Labor regulations requires Federal contractors with more than 
$2,500 work to take affirmative action to employ handicapped persons. 
Yet, the Labor Department has conducted little monitoring of the imple- 
mentation of this regulation (GAO, 1977:169). 

The Comprehensive Employment and Training Act (CETA) requires pro- 
grams for the mentally disabled. ^However, there has been little Federal 
effort to systematically utilize CETA programs for supporting the pro- 
cess of deinstitutionalization. 
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Department of Housing and Urban Development ^ 

Housing is a critical element in any program intended to footer 
social and community supports for the mentally ill. Although HUD ^ 
officials agree that the Department's programs could be used to further 
Federal deinstitutionalization programs, HUD has not developed strong\ 

1 \ \ 

policies for housing the mentally disabled. Stilly there are some ef- \ 
forts to serve the mentally ill's housing needs in HUD's more recent \ 

programs. \ 

The Housing and Community Development Act of 1974 changed the defi- 
nition of handicapped to include non-physical impairments and specifically 
included the developmentally disabled in the new definition. Moreover) 
in Section 8 of the 1974 Act, the Federal government supports the New 
York City Housing Authority to "make monthly payments to a landlord on 
behalf of an eligible tenant that will constitute the difference between 
the rent that the tenant can afford to "pay for the apartment. .. .and the 
full rent for the apartment." (New York City Housing Authority, 1979). 
These rent subsidies are important for helping low- income households 
to obtain affordable, apartments . 

In January, 1976, HUD amended its community development grant pro- 
gram to exclude group homes, halfway houses, sheltered workshops and 
central social service facilities from funding under that program. How- 
ever, in August, 1976, the Housing Authorization Act of 1976 added 
centers for the handicapped as facilities included in the Community 
Development Program. Moreover, under this act (PL 94-375), the. value v of 
housing assistance provided by HUD may not be counted as income for the 
determination of eligibility for SSI. 



55 



HUD's Urban Homesteading Division focuses on community supports of 
potential use for housing mentally ill persons. In an attempt to revi- 
talize or stabilize neighborhoods, HUD transfers the title of houses a- 
bandoned or foreclosed to the municipality. The city leases, the dwell- 
ing to a horosteader for a nominal fee (i.e., $1). The homesteader may 
obtain a low interest loan for renovation of the dwelling. After living 
in the house for three years, the homesteader receives/ the title. At 
present, only a small number of HUD foreclosed homes/have been set aside 
for the homesteading programs. In addition, municipalities hold the bulk 
of inner city abandoned homes. They are unwillir/g to give them away to 
homesteaders-r preferring instead to auction off 7 the housing. Finally, 
HUD programs have involved- mainly one- and tw/family dwellings. Multi- 
family dwelling, particularly suited for apartments for/the mentally. ill 
or halfway houses, are not included in their programs (Hanley, 1979). 

Federal efforts focusing on the larger issue of community development 
have been less successful. From the/early HUD sponsored "new towns in 
town" projects (Derthick, 1972) 'to/the stalled Charlotte Street project 
"in the heart of -the South Bronx /the federal government has failed to co- 
ordinate its programs „with local governments. Particularly, the New York 
City Board of Estimates' rejection of the Charlotte Street housing pro- 
ject showed publicly the devisiveness of borough politics in competition 
for federally funded urban renewal projects (New York Times, Feb. 25, 
1979). In the end, individual housing projects, like the homesteading 
program, depend upon the larger community development projects for their 
continued Success. 
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NIMH Community Support ProRram 

In 1978, NIMH began its pilot Community Support Program. So far, 
19 state mental health agencies have been awarded contracts with NIMH 
amounting to $3.5 million. The NIMH Community Support Program Guide- 
lines of 1977 focus on "severely mentally' disabled adults whose primary 
disability is emotional and for whom long-term 24 -hour nursing care is 
inappropriate." It is estimated that this population nationally is more 
than 1.5 million (Turner 5 TenHoor, 1978). , The NIMH guide! 
the Community Support Program define the community support 

a network of caring and responsible people committed to assist- 
ing a vulnerable population to meet their needs and to develop 
their potential without being unnecessarily isolatedjor excluded 
from the community (Turner § TenHoor, 1978 :329). ., j 

The Community Support Program provides two types of contracts : (1) a 

strategy- development contract for state planning; and (2); a community 

support system demonstration and replication contract to implement pilot 

projects in local areas. The program specifies ten guidelines (see 

i 

Turner $ TenHoor,. 1978:329-330) which include a range of services from 
the prevention of secondary disabilities to rehabilitation^ and long-term 
support for persons who will never gain independence. Witiin these guide- 
lines, NIMH mentions the need for back up support to families, friends, 
and community members ;\and the need for job and housing assistance for the 
chronically mentally illXThe Community Support System is similar to the 
Balanced Service System conctent used by the Joint Commission on Accredi- 
tation of Hospitals as a basis for the accreditation of CMHC' s (Turner § 
TenHoor, 1978:330). Both guidelines encourage service planners to foster 
natural support systems in communities. 



57 



The NIMH Community Support Program policy directly calls for "a 
system of opportunities, not just a system of services" for the chroni- 
cally mentally ill (Turner Q TenHoor, 1978; 332). The psychosocial re- ' 
habilitation program emphasizes the value of the social and community 
supports in providing clients with choices and the opportunity to make - 
significant contributions in their neighborhoods. The NIMH policy ex- i • 
plicitly tries to avoid the passive patient role within the institutional 
or the community context. Although self-help forms of assistance are not 
directly mentioned, NIMH guidelines appear compatible with. this form of j 
social support'. 

Finally, the NIMH community support policies are designed for flex- 
ibility through an organization that is functionally specific rather 
than facility specific (Turner f, TenHoor, 1978:333). Indicative of this 
approach is their interest in the avoidance of dichotomized planning be- 
tween institutional and community projects. One of the core agencies 
selected for the Community Support Program was the Harlem Valley Psychiatric 
Center' which serves a three county area north of New York City. 

Policies of the State of New York 

The State of New York is using the basic NIMH Community Support Sys- 
tem framework for the first stage of its five-year plan. According to 
Turner S TenHoor (-1978:336) New York is one of the states that has taken 
the strongest leadership in program development for Community Support 
System/ (NYSDMH, 1978); The main focus of the five-year plan for deinsti- , 
tutio/alization developed under Governor Carey's administration is non- 
Traditional mental health services for the chronically mentally ill. Arthur 
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Arnold, the chief architect of the State plan conceived the State's mental 
health policy as the following: "The long range prospect is to get dollars 
out of mental health and into the generic services that former patients need 
most" (Herbert, 1978). 

\ Arnold's plan is to link the mental health services agencies with ex- 
ternal agencies providing social welfare services (i.e., job training, hous- 
ing, nutrition programs, etc.). Only a little more than $1 million of the 
$13.7 million budget for 1978 was appropriated for strictly mental health 
services. The larger part of the funds was targeted for homing, transpor- 
tation, sheltered workshops, case managers and other generic services. 

The five-year plan intends to enlist substantial aid from the volun- 
tary sector for its community supports program. However, State policies 
are also committed to assisting the State's mental health employees affec- 
ted by the deinstitutionalization plans. The State Office of. Mental Health 
is committing itself to state- run programs within the community programs 
and to retrain by 1981 at least 6,000 state employees for community jobs. 

In 1975 the Task Force for Development of Community Residential and 
Rehabilitation Programs of the New York State Department of Mental Hygiene 
emphasized the primary importance of the home as a social support in the 
development of community programs for the mentally ill. In New York City 
the Pibly Fund sponsored the Group Apartment Living Program whose aim is 
the administration of housing programs for patients. The Pibly Fund is. 
supported by New York State Office of Mental Health Community Residence 
erants and individual residents. An average of 60 former patients have 
been living in 15 apartments located throughout the Bronx and in three 
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apartmcntls in Manhattan. Sinco the program began in 1967 /about 160 pa- 
tients have lived In this housing prigrain (Puttor, 1978:32). Tho princi- 
pal objective of tho apartment progr/nm is to increase the fonnor patients' 
resources for community life by strengthening! their social notworks, inclu- 
ding families, kin, friends and stfff mcmbors who visit tho apartments. 

New York /City Policies 
In response to the State's policies on deinstitutionalization, New 
York City's Department of Mental/ Health developed/its Plan for Community 
Support Systems. In its first Abase of operation, the. City was allocated 

$3.1 million from a State budget of $13.7 mill/on to contract for services 
• \ / . / 

from September 1978 through March 1979. 'Hie City Department of Mental 

Health estimated some 40,00(/ol igiblc clicntfe in 44 catchment arcjas. After 
two .successive three month /contracts, thc .c/ity Department of Mental Health 
has now annualized its planning for CSS programs. In the 1979-80 fiscal 
year, the city will rece/ve $5.8 milliorf to fund 15 CSS Projects. 

The main efforts for New York Cit/ CSS programs concentrate on the es- 
tablishment of professional groups to/ work with the chronically mentally 
ill in private proprietary homes fo/ adults (PPHA's) and single room oc- 
cupancy hotels (SRO's). Staff menders will work to improve the quality of 
life of residents/ by: 

(1) increased outreach and socialization activities 

(2) arrangement for the provision of psychiatric services... 
and arrangements for medical care - 

(3) the/provision of day, /evening and weekend programs as 
well as links with/ other community programs 

(4) work with the residence staff and landlords 

(5) w6rk with other pity agencies to maximize the resources 
for the residents. (NYC DMH, 1978b :11) 
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' • Assuming that the existing community, based services will have ajlow 
utilization rate by residents of the nursing homes and SRO's, the core 
agencies, are mandated to: ' : — , ; 



(1) ' provide on-site competency training and coping skill programs . ... : 
take" responsibility for evaluating what, additional services are 

needed for impacted areas proceed to develop programs or 

subcontract to fill the gaps.... 

(3> develop a plan which will link the existing discharge planning ; 
in the State Psychiatric Centers, as well as that of the munici- ; 
pal and voluntary hospitals', to the program. 

( 4 ) maximize other payment/reimbursement sources for services and • 

clients .. "V \\ • . . • , . • 

(5) begin with an overall encompassing plan for the needs ot desig- 
nated impact and target areas there will be a' phase -in of - 

PPHA's and SRO's in an incremental fashion to eventually include 
all homes in a given 'impacted area .. (NYC DMH, 1978b :12) 

— The" C ss T f oP^ m 

located in the South Bronx. It is managed by the Lincoln Community Mental 
Health Center and affiliated with Misericordia Hospital Medical Center. The 
Lincoln CMHC is responsible for the delivery of comprehensive mental health 
services to a population within its catchment area of 148,000 residents'. The 
ethnic composition of the area is 65 percent Puerto Rican and 35 percent black. 
Although the CSS program began only in March of 1979, the Lincoln CMHC has j 
been operating for ten years. Originally started with federal , CMHC , state, 

and city funds,, fedefM funding ended two years ago. Currently the CMHC isf t 

supported by matching funds from the New York Department of Mental Health, j 
Mental Retardation, and Alcoholism Services and the New York State Off ice of 
Mental Health. Third party payments (i.e., Medicaid) are included within the 

City's share of the budget. 1 * 

The Lincoln CSS program intends to provide comprehensive community sup-. 
port services to 70 CSS eligible residents of the South Bronx and Hunts Point 



areas of the Bronx. -By the end of .fiscal year 1980 the program anticipates 
140. clients. Because of recent difficulties in locating clients eligible 
for the program, the staff has increased its outreach efforts. Case managers 
.are responsible for insuring the implementation of each client's, service plain 
developed cooperatively by the staff and client. Hie main elements of 'the 
Community Support System program include the following: (1) mental health 
services/outreach; (2) medical care; (3) day treatment; (4) competency/surro- 
gate, landlord; (5) homemaker services; (6) sheltered workshop; (7) transpor- 
tation; (8) case management (NYCDMH, 1979b Lincoln CMHC, North, 1979). . 

Originally, staff at the Lincoln CMHC perceived priorities for the CSS 
program differently from those established by the "State'.. - A neir p rio rities 
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were, ..ranked in this order: (1) a housing/apartment program, (2) mental health 
services; (3) day treatment; (4) competency skills progi/am; (5) coping skills 
program; (6) homemaker services; (7) housekeeping services y (8) sheltered 
workshop; (9) transportation (NYCDMH, 1978b; Appendix/2: 3); The main difference 
is the importance residents and staff of the South Bronx attach to need for 
more housing programs; The Lincoln staff ■ requested a budget for ten indepen- 
dent apartments for ex-mental patients during the [first year of CSS funding. . 
The Lincoln CMHC also intended to establish a halfway, house and supportive 
.community residences. The CMHC advisory board later rejected. the halfway \ 
house plan. Despite strong petitions for an increased housing budget for the 
CSS program,! the State Office of Mental Health did not accept these changes. 
Some effort !was made to recognize the problem through theSirrogate Landlord .. 
program/ Although no more than 10 percent of administrative time- will be 
reimbursable for locating, and securing apartments, staff are directed to find 
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five apartments suitable for ten clients. However, state f funds are very 
limited for meeting the costs of establishing their clients in the apart- 
'meats. The SSI checks former mental patients receive will hardly cover 
the moving- in costs. The housing problem for former mental patients, is , 
particularly pressing since the Bronx Psychiatric Center now has 100 pa- 
tients from the Bronx who remain hospitalized because of the lack of local 

\ ' ' .... 

community residences for them. 

The staff of the Lincoln CSS Program are mostly bilingual. Yet the 
program is not especially designed to locate and utilize culturally rele- 
vant social and community support. In large part, the design of the State's 

CSS programsjia .^ not been responsive to the pressing need f or hou sing in 

South Bronx neighborhoods. The availability of folk healers and the resi- 
lience of Puerto Rican families are some of the main social supports the 
CSS program does not address. • 

Although the Hunts Point Multi- Service Center" does not hold a state CSS 
t contract, its organization and programs provide a strong example, of social 
and community support efforts. Since 1967, the Hunts Point Multi-Service , . 
Center has operated as a non-profit community organization servicing 50 - . 
60,000 residents of South Bronx. It is funded by federal, state and city 
sources. Some 76 percent of the residents in the area are Hispanic (90 percent 
of these Puerto Rican) and 13 percent are black. , Hunts Point operates the 
Mental Health Unit under a contract with the City Department of .Mental Health. 

The Hunts Point Center is/ a front-runner in developing the Concept of a 
multi-service center. One centralized administration oversees the following 
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programs: comprehensive ambulatory health center, mental health services, man- 
power and training, a parent and child center, family day c#re, alcoholism, 
ambulatory detoxification unit, methadone maintenance treatment. The, essence 
of the programs is the belief in promoting a holistic sense of health, combin- 
ing mental, physical and social well-being. Clients /fire encouraged not to 
sharply distinguish among the services they receive^. One may receive services 
from the Multi- Service Center without being identified as a mental jpatient, 
an alcoholic. The combination of services increabe^aeee^slbTlity^jpr Hispanic 
families (particularly males) who are reluctant to admit emotional difficulties. 
— In addition to the concept of a multi-service center, Hunts Point has 



maintained from its beginning one of the strongest examples of community con- 
trol in the delivery of health services. In 1967,- residents of the Hunts Point 
area elected a 22 member Board of Directors. The Board [ acting as the main 
policy-making group for the Multi-Service Center, reflects the local popula- . 
tion's demographic characteristics. Members serve for four year terms which 
may be renewed only after a two year absence. The Hunts Point Multi- Service 
Center is one of the few organizations where a community elected board deter- 
mines the allocation of funding and evaluation of programs managed by the 
Center. 

The New York City Federation of Mental Health, Mental Retardation and 
Alcoholism Services is a program planning and review organization consisting 
of representatives of provider agenices and consumer;- These groups are man- 
dated to play an advisory role to the Department of Mental Health, Mental 
Retardation and Alcoholism Services on mental health service issues.--. The re- «. 
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organization t>f the Federation's structure includes the creation of Mental 
Health Councils for each borough. One of the special. committees within this 
Council, the Patient Care Committee, willjbe established to identify prob- 
lems encountered by individuals seeking-mental health services. The Commit- 
tee will represent consumers and service provider agencies at city and state 
levels (NYCDMH, 1979a) . 

' ■ , Judicial Decisions 

Recently federal court decisions have imposed Constitutional standards 
on states concerning the rights of the mentally ill. The most significant 
court decisions include: the right of involuntary patients to procedural 
safeguards (Lessard v. Schmidt, 1972); the right to treatment (Rouse v. 
Cameron, 1966, and Wyatt v. Stickney, 1972); the responsibility to use the 
least drastic form of care (Lessard v. Schmidt, 1972); the r ; ight of non- 
dangerous individuals to freedom (O'Connor v. Donaldson, 1975); and the 
right to treatment in the least restrictive alternative (Dixon v. Weinberger, 
1975) . On the whole, the decisions have increased^ressures for deinstitu-, 
tionalization. • > 

The O'Connor v. Donaldson decision is one of the most important ones 

ti ... " 'V L'/' 

for the community support programs/. The Court concluded the following: "A 
' State cannot constitutionally confine. . .a non- dangerous individual who<ds 
capable of surviving safely in' freedom by himself or with the help of willing 

" , ; , : ' ■ o y ■« * * • ■ : ■ i? 

and responsible family members /or friends." In a second decision, Dixon v. 

r< > ' < . * • ./ = $ t 

Weinberger, a class action suit a^^inst St. Elizabeth's Hospital^ the^ Court 
ruled that mental patients were guaranteed "suitable care and ,.treatm|rit briber 
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the least restrictive conditions including placement of patients in commu- 
nity-based care. 

Summary * 
Certainly the main direction of current mental health policies supports 
the funding of communtiy-based services. However, a number of policies man- 
dated by federal legislation (i.e. Medicaid: have encouraged the growth of 
nursing homes and other intermediate care facilities to the exclusion of 
other forms of social support (i .e. , self-help groups, family and friend- 
ship networks). Some policies (i.e., Medicare)' clearly encourage states to 
^institutionalize its patients, for fiscal purposes. * . 

The community mental health legislation, from the Kennedy administra-. 
tion through the Carter administration, has promoted community -based mental 
• health services varying from emphases on, traditional mental health services 
like clinical outpatient services to generic services like housing, welfare 
and job training. The client populations for these services have also chan- 
ged in priority from all residents of the catchment areas (CMHC Act of 1963) 
to special segments such as the chronically mentally ill, ethnic minorities, 
the poor children and youth, etc. (Proposed Community Mental Health Systems 
Act of 1979) . The NIMH Community Support Program provides stjates with fur- 
ther incentives to develop community support organizations. 

State and city mental health policies follow the major guidelines es- 
tablished by federal legislation and sources of/funding. Yet special social 
^nd> political environments change state and city* policies. As will be dis- 
cussed later, powerful unions of state mental health workers limit the funds 
available for the-promotion of local self-help and neighborhood voluntary 

• . • 74 * 
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associations. The particular urban context for New York City's dental 

health -services encourages the. development of policies related to single 

room occupancy hotels, high density poverty areas, and ethnic minorities. 

In all, current federal, state and city policies affect community 

mental health programs in diverse ways. Most legislation promotes the , 

development of conventional .community-based services like nursing homes. 

Government policies attribute little importance to the strengthening 7 of 

families, friendship networks, self-help groups or other non-professional 

/ ■ /' 

neighborhood organizations. Several Federal agencies such as, HUD, NIMH, 

and the ^ r ^i™m- nf T.ahor hold the financial resources to 7 encour age_so- 

cial and community support programs. However, they hav/yet to organize 

a comprehensive policy directed toward this goal. / 
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CHAPTER IV 
PUBLIC POLICY OPTIONS 



I have grouped the main policy options for social and community sup- 
port programs to Hispanic populations into three Basic categories: (1) a 

managerial -fiscal model, (2) a community development model, and (3) ah 

% / ■ ..... j '•• 

ethnic model. A managerial- fiscal model focuses on strengthening the 

weak linkages among social support programs, delivering services through 
traditional , federally reimbursable programs, and expressing concern for 
fiscal accountability. A community development model emphasizes_non=-tra- , 
ditionaT, non- professional kinds of mental health services , lower concern 
for fiscal accountability, greater interest in the community control of 
these programs, and greater interest in the economic and environmental cau- 
ses of stress. The ethnic model focuses on culturally relevant mental 
health programs and the delivery of non- traditional services to minority 
ethnic populations. These three models of policy options are not mutually 
exclusive. They do, however, tend to emphasize different concerns and 
strategies for the delivery of mental health services. 

' \- The Mangerial-Fiscal Model 

Recent federal government reports on community mental health policies 
reflected the managerial-fiscal model (GAO, 1977). The GAO (1977) attri- 
buted the major problems associated with deinstitutionalization to the 

* " 
following factors: 

fl) "the absence of an effective management system for clearly 
defining objectives, roles, and responsibility for monitoring 
and evaluation to be done by various agencies ; 
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(2) a lack of systematic ways to finance deinstitutionalization 
which assures that persons be placed in the, least restrictive 
environment most appropriate to their- needs; 

- (3) a lack of criteria for defining acceptable or adequate communi- 
ty' placement." (GAO, 1977:173). 

The last three GAO reports on the issue of deinstitutionalization (GAO) 
1977, 1974, 1971) emphasized fiscal planning and accounting systems, 
information- systems to determine community needs, and program coordina- 
tion and evaluation. •• 
Focus of Services 

The importance of managerial expertise can be appreciated knowing, 
that 11 major Federal departments and agencies administer over 135 pro- 
grams for the mentally disabled (GAO, 1977:28). The OMB,; Federal region- 
al councils, HUD, the Department of Labor, and even HEW have failed to 
develop adequate planning policies for the implementation of community 
support systems. Within the Department of Health, Education and Welfare, 
the deinstitutionalization strategy faltered because: 

the agency primarily concerned with the mentally ill--NIMH-- (1) pro 
•vides only a small portion of the. funds needed and used for deinsti- 
tutionalization (and development of community support services); 
(2) exerts only a limited influence and no authority over other agen 
• cies, and (3) does" not have authority or responsibility for monito- . 
ring, evaluating, and enforcing standards and requirements under 
other programs .serving the mentally disabled (GAO, 1977:36). 

Summarizing the NIMH Community Support Program, Turner and TenHoor. 

(1978:323) -concluded that similar conditions prevail at state and local 

levels: 

No one agency at any level has been clearly charged with responsibi- 
lity for comprehensive assessments of mental health and community 
support needs of the mentally disabled, planning and implementating 
. - ' a system to assure the needs are met, and monitoring the quality of 

..both institutional and, community programs. 
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Responsibilities for management of the deinstitutionalization process are 
fragmented- across three levels of government, and among numerous health, 
mental health, and human service agencies. 
Resource Base 

The managerial -fiscal model focuses on strengthening linkages among 
the more conventional mental health service providers. In -New York City, 
the Interagency Task Force on Problems, of Deinstitutionalization and the 
Chronically Mentally 111 (NYC DMH, 1978d) recommended the establishment of 
an official executive level city interagency mechanism to coordinate admi- 
nistrative policies related to the provision of services to the chronically 
mentally ill. This Commission places the responsibility for financial sup- 
port for deinstitutionalization services on the state as opposed to the 
federal government.' Proposals were made for a single integrated system of 
mental health services. Similarly, the GAO (1977:183) recommends the con- 
solidation of the Special Health Revenue Sharing program administered by 
- the states and CMHC grants which are made directly to local organizations by 
the federal government. 

The Task Panel Report on Community Support (President's Commisssion on 
Mental Health, 1978a) emphasized improving linkages between natural helping , 
networks and professional source help. The President's Commission (1978a) 
recommended the use of case managers to integrate the fragmented mental, 
health services available to their clients. The liaison role of the case 
manager serves an enabling^ function for a person's problems by mapping 
out the, key resources in a person's environment and developing an inter- 
vention strategy (Dokecki, 1977; Hobbs, 1979). The managerial concerns of 
liaison workers should be with the delivery of services to clients (New- 
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brough, 1977). Ideally, the case manager develops programs where the 
agency and the client benefit from the relationship. The New York State 
Five Year Mental Health Plan (1978) and the proposed federal Mental' Health 
Systems Act place considerable emphasis on. the role of case managers to co- • 
ordinate clients' needs with services pf provider agencies. 

In part, the managerial- fiscal approach attempts, to deal with a di- 
lcuirath.it has long troubled the welfare state- -the interface between pri- 
mary groups and large-scale bureaucratic organizations. Primary groups, 
like the family or block associations, best perform non- routine tasks while 
bureaucratic organizations perform routine or uniform tasks (Litwak, 1978: 
62) . The dilemma arises when organiz ation s mus t d e al with uniform and non - — 
uniform tasks. Ideally, the structures of both the primary groups and 
bureaucracies are needed. For example, a mental health agency handles the 
uniform tasks of service delivery in institutions while families and neigh- 
borhood groups concern themselves with the special and different needs of 
'former patients in communities. Too close a relationship between bureaucrat- 
ic and primary * groups may lead to the destruction of one or . the other 
(Litwak, 1978:68). Families may lose their unique emotional supportive ser- 
vise or bureaucracies can become too personalistic to function effectively. 
The managerial policy focuses on the linkages between the formal organiza- 
tions and local primary groups. These linkages may take, the. form o£ decen- 
tralized, store front services, case managers, voluntary associations, etc. 
A more conservative managerial -fiscal policy wi.ll concentrate on inter- 
organizational ties among formal organizations instead of strengthening 
the links between these organizations and primary groups in the community. 
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Fiscal Accountability ' 

The managerial-fiscal model emphasizes program accountability. Al- 
though federal legislation does not require it, the CMHC's have conduc- 
ted to an unprecedented extent the monitoring and evaluation of their 
programs (Brown g Goldstein, 1978:1047)., NIMH established review pro- 
cedures for CMHC's which included an initial site visit as" early as 90 
days after receipt of a staffing/constructing grant. Annual visits, contin- 
ue until the end of the grant support. Grantee accountability stands as a 
main goal of this 'model for the delivery of mental health services. 

The managerial -fiscal model places great emphasis on financing pro- 
fessiona l comm un it y^baseU services^ Although the population of public men- . 
tal hospitalslia^eclined 

000 in 1979, (Klerman, 1979) the budgets supporting these institutions have 
not decreased accordingly. Stricter accreditation criteria, strong union 
opposition vv staff cuts in institutions, and other factors prevented the re- 
lease of funds from public hospital to community service supports. Supple- 
mental security income and Medicaid provide major fiscal incentives to states 
to move mental patients in their institutions into nursing homes and other 
federally supported facilities. 

State and loca} governments encounter problems funding CMHC and other 
community-based mental health services. First, there is considerable un- 
certainty concerning funding as federal staffing grants decline over the 
years. Second, the state's ability to provide sufficient funding for com- 
• munity-based services is limited by the increased costs of state- operated 
mental health hospital care. Third, out-patient services are not federally 
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reimbursable when provided by mental health workers individually or in 
group sessions, without direct supervision by a physician or psychiatrist. 
Reimbursements to CMC's and other agencies are very limited. for non- tradi- 
tional mental health services. In all, innovative programs are difficult 
V to fund. 

A managerial- fiscal model focuses on mechanisms for the reimbursement 
of social and community supports with the intention of making them formally 
recognized parts of the mental health and health delivery system. However, 
it is uncertain to what extent non-professional organizations can be tied 
into the administrative" structure involved with these funding mechanisms 
without losing their original reason for existence. For example, spiritists 
■ consid^thaT^dTeir" powers for resolving problems derive from supernatural^ - 
sources. To consider direct government funding for these services would be ; 
an insult to the folk healers. Similarly, many self-help groups are defen- 
sive about accepting financial support from external sources. However, 
: other organizations, block associations, for example, may readily accept 
/ government funding. 

Time Horizon ' 

■ ■ ■ / 

A managerial -fiscal model holds a shorter time perspective thanthe com- 
munity development and ethnic models. Tied to the high priority on fiscal 
accountability is the view that social and community support programs ought 
to provide concrete evidence of improvement within' a. six -month period. The 
demand for fast results limits the nature of the social support programs 
this perspective considers. 

• ■ /'..;. 
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Political Concern 




The-managerial- fiscal model x avoids politicizing' its policy options. 
For instance, oncGAO study (1974).' showed the'scarcity of non-federal fund 
ing for community mental health centers. Moreover, the alternative 
sources of funding available (self-pay, third-party, state funding, etc.) 
promote the more institutional services in opposition to the community 
support systems approach. Funds are provided under Medicaid for skilled 
nursing facilities (SNF) and for intermediate care facilities (ICf"). How- 
ever, little money is available for non- traditional services ^The^i 
study .demonstrated that the CMHC grant requirements formattliing funds 
and other federal policies are biased against C3^C -programs in low-income 
areas. Nevertheless, the~GWT(i974:22) proceeded ^su^^Ve^^^ 
ment of CMHCTs plans for self-sufficient financing and to expand the /ser- 
vices available through third-party payments for non-physician services 
.(Siegal and Doty, 1979:61). The GAO ignored the political implications 
of their earlier findings since they were unwilling to challenge strong 
interest groups supporting the alternative funding. 

Comniunity Development Model 
From the community development perspective, the issue prior to the 
integration of mental health and health services or to the development 
of culturally relevant programs is the construction of policies which 
strengthen the neighborhood^ the larger community (Breton, 1964; Napar- 
stek 6 Haskell, 1978; Warren $ Warren, 1977). A belief in the viability 
of the neighborhood as the basis for the delivery of mental health services 
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to ethnic minorities or other groups is strongly held by p onts f 
this vodel. This approach argues that neighborhoods shou. ' ne their^ 
own needs and build upon their own strengths. The model begins; with the 
local social networks rather than the professional agency networks as pos- 
svble supports for the delivery of mental health services..^ The community 
development model focuses on building linkages between neighborhood orga- 
nizations and professional agencies without coopting the grass-roots or- 
ganizations. These linkages may be forged by community advocates.. The 
advocacy role is played by professionals or local residents. The com- 
munity controls ^mental ljealth programs. Housing and neighborhood re- 
vitalizations are important issues in the community development model. 



Although the neighborhood is also a focus for the ethnic model,- the com- 
munity development model does not require an ethnic component. Fiscal 
constraints are "not a high priority. , • • 

Scal e and Focus of Services • 

From' the point of view of a community, development model , small- 
scale organization is vital.' Mental health Services should be localized 
in small neighborhood areas so that the mental health center staff can be 
come familiar with the formal and informal social supports of specific '„ 
neighborhoods. The community development model particularly rejects the^ 
administrative units (catchment areas) used to develop the geographical 
likts of the community mental health centers. Residents themselves 
should be allowed to define their own community boundaries. Generally, 
natural communities are assumed to exist. 

Unlike the management perspective whicll tends to regard the indivi- 
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dual as a focus of integrated agency services or the ethnic model which 

looks more at ethnic groups or individuals, the community development 

.model expresses direct concern for the community or neighborhood. This 

view is clearly expressed by Smith and Hobbs (1G66: 9): 

•It is not just, an individual who has faltered; the social sys- ( 
terns in which he is embedded through family, a school/or job, 
through religious affiliation or through friendship, have 
failed to. sustain him as an effective participant. From this 
view of mental disorder as rooted in the social systems i.. 
, which the troubled person participates, it follows that the 
.objective of the center staff should be to help the various 
, . i social systems of which the community is composed to 
. ' function in ways that develop and sustain the effectiveness . 
of the individuals who take part in them, and to help these \ 
community systems regroup their forces to support the person f 
who runs into trouble. "i 
■ ' '■ \ . . ' } 

A healthy community is prior to individual mental health. 

Resource Base 

The community development model considers that the federal and state 
mental health programs fail to use the existing resources in neighborhoods. 
The informal social and community supports are particularly .neglected. 
For the community development model, block associations, voluntary church 
groups, social clubs, and other neighborhood based organizations are con- 
sidered important social supports. \ 

The decentralization of services, in itself, will not provide the re- 
sources needed for^ommunity based mental .health programs. This model at- 
tempts to strengthen/the links between neighborhood supports and the pro- 
fessional supports needed to create a comprehensive social support system. 
Curre'nt community development models recognize that structural obstacles , 
, in the large federal, state\and city context create disincentives for neigh 
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borhood revitalizatiori. For instance, unequal distribution of municipal 
services weakens the local resources for 'building and maintaining informal 
neighborhood social supports for the mentally ill. Consequently, advocates 
of the community development model realize the need to strengthen ties be- 
tween neighborhood organizations and outside agencies. 

Housing, in all respects, plays a major role for community develop- 
ment programs. In this case, the housing interests of the mentally ill 
are particularly important. Alternative living arrangements for deinsti- 
tutionalized patients include foster family care, halfway houses, community 
residences, cooperative apartments and lodges. Goldmerer (1978:159) re- 
views three different program styles for housing: a managerial model, a 
medical model^ and a family/vocational model. For the medical model, hous- . 
ing agencies are closely linked to hospitals and CMHC ! s. In the family/ 
vocational model, there is more concern for extended -family type apartments 
(i.e., Fountain Hotlse in New York City) . Whatever, the arrangements, hous- 
ing is one of the highest priority items. in the community development model. 
A central' issue concerns the acceptance of housing for the mentally 

ill by neighborhood residents. Because of the stigma attached to-mental 

i 

illness, "problem^f zoning, property values and other factors, most com- 
munities are reluctant if not hostile to proposals for establishing 
community residences in their areas. Cooperative apartments are more 
acceptable to local residents when there are fewer (generally no more than 
four) persons per apartment and these apartments are dispersed across the 
community. Other strategics to remain inconspicuous include the use of 
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only one apartment, in a building (Carpenter, 1978:386). 
Community' Partici pation I ■ 

In the community development model, corWinity control of the mental 
health center's policies is essential. Nass^ (1978) outlined three basic 
modes of citizen participation in community mental health. In the first 
model, the elitist type, community representatives sit on mental health 
boards for the purpose of public relations. These boards are not inten- 
ded to reflect the interests of local consumers. \ In the advisory model,, 
the second type, the boards are powerless in the face of budget and policy 
.decisions of the administration. However, local consumers participate in 

board activities. With the third type, the consumed control model, com- 

I 

raunity representatives not only participate in board activities but 

v 

actually hold decision-making power. In this last mod^l, local consumers 
are involved in program selection, budget decisions ^(nd actual poliv 
making. In general, the community development model'' emphasizes the 
devolution of power to local consum^^at the neighborhood level. 
Fiscal Co ncerns \ 

Proponents of neighborhood enablement argue that "Money or ^ost 
saving is not and should not be the prime rationale fpr alteration in the 
ways in which services are delivered 11 (Naparstek and Haskell, 1978:32). 
Neighborhood groups should be given funds to use as they desire. For > 
example, the .Consultation and Education Program. iponies from the MIC , 
legislation should be reworked to allow funds to go. to all communities 
regardless of whether they Hold federally funded CMHC's (Naparstek, 3978: 
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32). Currently, non-profit organizations like churches, ethnic clubs, 
or block associations cannot receive Federal CMHC funding. Other studies 
have recommended that the maintenance of networks of natural associations 
(informal social networks) can be achieved with no greater cost or expen- 
ditures 'of professional time than is now spent supporting the same group 
of patients in a traditional medical model setting' (Garrison, 1978:593). 
Time Horizon 

• From the community development perspective^ accountability for social 
support programs should be a long-term consideration. The^ kinds of grass- 
root^ organization and community support programs implemented will shpjw 
meaningful results onY)Tafter long perTocte "of "timeT "Community development 
programs are seen as entailing time commitments of three to five years if 
not longer. 
Political Concern 

The roots of community development programs are highly politicized 
Comiiunity development programs often depond_on^^ demand re- 

sources from cut side agencies. Successful demand-making involves the poli- 
tical organization of tMe community through block associations or other 
neighborhood groups. 

Ethnic Model 

The ethnic policy options coincide closely with the community develop 
mcnt model. Moreover, both models prefer not to focus on the management 
and fiscal constraints placed on the mental health programs by ^federal, 
'state and local regulations. 
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Focus of Servi ces 

An ethnic model emphasizes the need to train more Hispanic American 
professionals in the areas of psychiatry, psychology, psychiatric nursing 
and social work. Olmedo and Lopes (1977) demonstrated the serious under- 
representation 'of Hispanics in the. main mental health professions . In 
1971 only 0.54 percent of the American Psychiatric Association were Span- 
ish- .urnamed U.S. residents. There were only 0.5 percent Hispanic Psy- 
chologists in 1973. From 1969 to 1974, 4 percent of the Masters in So- 
cial Work graduates were of Hispanic origin. A study of public health 
starring in New York City found that Puerto Ricans comprised only 2 per- 
cent of the professional employees of the Health and.Hospital Corporation 
"in 1971 (Alvf. 1978:59). Puerto Ricans were disproportionately represen- 
ted in^wc l. wer- level occupations: operatives (23 percent) and parapro- 
fei. i- • 'is (27 percent.)... The proportion of Span ish-s urnamed persons in 
professional and office/clerical occupations has remained the same from 
1974 through 1977 JAlers, 1978:65). 

Within the ethnic model, there is" some tension between professionals 
and paraprofessionals in the delivery of mental health services. As con- 
sumers , ethnic minorities are wary of programs which, under the guise of 
culturally-relevant services, substitute less expensive, non-professional 
workers where professionals are really needed. However, sensitivity to 
this problem has also led to unnecessary reliance on professional personnel 
.-and to the acceptance of the general medical model. For many services the 
ethnic model considers non-professional and' non- traditional cultural sup- 
ports more appropriate. Presently, the ethnic model appears to be taking 
the direction of increased professional training. 

v ' 88 
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' Most ethnic models rccomncikl that mental health services be provided 
alpng with health, social welfare, educational, economic and^ legal services 
in multi-purpose neighborhood centers (Padilla, Ruiz, and Alverez, 1975; 

Presidents Commission on Mental Health, 1978b; Alverez, 1974; Garrison, 

l 

L978). The Hispanic Panel recommended that Centros Familiarcs (Family Cen- 
ters) provide these services. Other recommendations include store front 
agencies similar to the oider OEO antipovcrty neighborhood organizations. 
Particular emphasis is placed on providing mental health services within 
the context of primary health care programs (President's Commission on 
Mental Health, 1978b;593), 

Usually, the local mental health services are available through com- 
munity mental health centers. The Miami Health Ecology Project (Garrison, 
1979a: 1) was organized to provide for the special needs of several subcul- 
tural areas within its catchment area. The OHC developed seven miniclinics 
•i" che neighborhoods, staffing them with paraprofessionals from the community 
, ofcsslonal mental health scrvi .-s are provided on a part-time basis. Each 
miniclinic is directed by a "culture broker,"* a social scientist who does 
not play the role of a mental health specialist. The culture broker/mini- 
clinic director radiates between the community agency and the traditional, 

psychiatric facilities. ■ i 

Another project in Newark, New Jersey, adapted the Miami project to a 
different environment (Garrison , '1979a) . The Inner- City Support Systems 
project works within the constraints of z central. r.d which prevents ■ 
the establishment of dispersed miniclinics. In addition; the Newark 

*It is the "culture broker's job to be well versed in both the* professional 
health care system and the folk health culture of the area served by the 
miniclinic (Weidman, 1975:19), 
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project must operate within the boundaries of a catchment area which has 
little similarity to the residents' perceptions of the boundaries of their 
ethnic neighborhoods. Finally, the Newark area has a greater ethnic diver- 
sity than the Miami area. Garrison found it necessary to expand this 
cultural brokerage to that of a cultural specialist role dealing with 
several subcultural areas. That role may be performed as an extra function 
by all clinical staff or as another specialist on a mental health team. 
Resource Base 

Mental health workers should be/ trained to deliver culture-specific 
services to Hispanic Americans by the integration of traditional values 
and support systems with more conventional treatment. From a more orthodox 
perspective, the family adaptation model (Padi lie, Ruiz and Alvarez, 1975) 
is a varicnt of group psychotherapy for Hispanic clients. Simulating 
Puerto Rican family structure, the therapists attempt to resolve their 
clients* , intrapsychic problems (Maldonado-Sicrra and Trent, 1960). Hispanic 
cultural themes underlying Hispanic family organizations (machismo, respeto , 
compadrazgo-comadrazgo , sex-roles, personal ismo , 7 etc. )' are brought into the 
therapy sessions. 

Nbntal health services for ethnic minorities would be used more readily 
■and experience fewer drop outs if the times and attendance of programs were 
more flexible. Garrison (1978:593) suggests that agencies serving Hispanic 
populations restructure their programs to provide walk- in services without 
* "fixed appointments and group activities without established memberships. 

Most ethnic mental health policies provide services within the context 
of the extended family. The nuclear family traditionally has been the focus 
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of public policies. More recently, the ethnic model has conveyed to 
pitiless I ami Is the importance of the extended family to their Hispanic 
clients. Extended family members are brought into traditional therapy 
sessions. Social services are aimed at strengthening extended families 
and encouraging. them to provide home care for mentally ill members of their 
kin group. 

fn addition to kinship supports, the ethnic model directs attention 
to special non-kin forms of help. Garrison (1978:594) suggested that 
schizophrenic Puerto Rican women who cope relatively successfully in their 
communities depend more on their neighbors, friends and other non-kin than 
on their families. Apparently non-kin social supports appear to be as 
helpful as one's, family for maintaining chronic schizophrenic women in 
Puerto Rican neighborhood. 

A lower incidence of mental illness within a migrant ethnic minority 
population appears to be related to the ..presence of a significantly larger 
.receiving community of the same ethnicity '(Thomas and Garrison, 1975). 
The ethnic community acts as a buffer between the first generation migrant: 
and the dominant culture. This raises the issue of whether community men- 
tal health workers should attempt 'o change the life-styles and culture of 
minority clients toward the patterns of the larger society or to build 
institutionally complete ethnic neighborhoods. Breton (1964) found that 

■ 0 

churches, welfare organizations, newspapers and periodicals had the great- 
est influence in keeping immigrants' personal social networks within the 
boundaries of the ethnic community. Brenton concluded that for a commu- 
nity to control its social integration with the larger society what is' \ 



important is the presence of oniy some of the community organizations 
mentioned. j 

The ethnic model suggests that mental health policies be oriented 
toward stabilizing pluralism, at least for first or second generations 
minority groups. The President's Panel on Hispanic American Nfcntal Health 
(1978:35) proposed the development of Hispanic cultural/centers, ethnic 
education programs, and Hispanic mental health education programs. 

In addition to general institutionbuilding, there are specific groups 
the ethnic model recommends be incorporated into social and community 
supports policy. Folk healers represent a mental health resource that a 
significant number of Hispanics utilize whether or not they are part of 
public programs. Within Hispanic, communities, folk healers include botani- 
cas (folk medicinal stow owners), e spiritistas (spiritists) and santeros 
(Afro-cuban practitioners). The/services they provide vary greatly in 
competence and skills within ^ho folk tradition. 
Community Representation 

The ethnic model focuses on the issue of underrepresentation of ethnic 
minorities as professionals in mental health agencies and on CMC governing/ 
advisory boards. /The issue of community control of community mental health 
programs plays'a secondary role. Similarly, the distinction between pro- 
vider and consumer views of mental health services are not clearly made 

/ . . . / 

when efforts focus primarily on ethnic group participation. 

Fiscal Controls 



In addition to the management- fiscal approach, some advocates of the 
ethnic model have also expressed particular interest in fiscal controls. 
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The President's Commission Panel on Hispanic Mental Health (1978b) made the 
point that instead of increased spending "What is called for instead is the , 
rationale and enlightened planning needed for an equitable allocation of 
existing resources, the elimination of inefficient approaches, and the max- 
imizing of benefits relative to costs." The Panel calls for Hispanic Amer- 
ican participation in the formulation of national mental health policies 
without exceeding current expenditures. 

Time Perspective ' I 

'Hie concerns of the ethnic model are medium and long-range. Unlike the 
managerial- fiscal model there is little interest in immediate, quantifiable 
returns for funds invested in community support programs. Medium range in- 
terests focus on the training of minority members as psychiatrists and so- 
cial workers in addition to participation of minority members in the mental 
health programs. The longer term perspective considers the general welfare 
of cultural community supports for families and non- kin associations. The 
cultivation of ethnic support groups requires a longer time frame for eval- 
uation, thar traditionally used in the field of mental health. 



/ Ethnic r 
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For the ethnic model, social and community support programs maintain 
a political base, ethnic mental health programs are assumed to be political 
issues just as other social concerns of minority groups. Minority group 
concerns for social support programs do not always coincide with community 
boundaries. Multi-ethnic neighborhoods further politicize community support 
issues. Blacks and Hispanic -Americans compete for social support programs 
that best suit each minority. Moreover, in areas like New York City, Puerto 
Ricans, Dominicans, Cubans', and Colombians divide' into separate interest • 
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groups . 

Summary 

In this chapter I have discussed three main models for social and 
community support programs. Each model results in a series of generally 
cohesive policy options . The main issues raised by the three models are 
outlined in Table 3. In the following chapter I consider the most pro- 
mising policy options, and their relative advantages and disadvantages 
for building social and community supports in, Puerto Rican neighborhoods 
in New York City. I discuss the more promising policy options in rela- 
tion to the Community Support Systems programs currently being implemented 
by the New York City Department of' Mental Health, Mental Retardation, and 
-Alcoholism Services. x . 
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i Public Policy Options for Social Support Programs 



Issue Managerial- Fiscal Mode l Community Development Model " Ethnic Modol 



Unit 



Administrative boundaries Natural community 



Ethnic community 



Focus of services Interorganizat 



Program 
coordination 



onal and Neighborhood 



agency-client linkages 

Formal institutions and 
agencies (some ties with 
primary groups*)] profes- 
sional services;!, housing 
not importwt 



Cast in; . jr role 1 ' 



Grass-roots organizations 
(i.e. block' associations); 
non-professional services; 
housing important 



Liaisoikdvocacy role 



Family and social 
netwc " 



Cultural social sup- 
ports (i,e, compad- 
razgo, extended fam- \ 
ily, neighborhood ; 
centers); non-profes- 
sional services; hous-o 
ing important 



Advocacy role 



Community Elilis' faction 

representation 

i 

Fiscal ...High concern 

accountability # 



Community control 



Little attention 



Community partial 
tion or control 



Moderate attention 



Time horizon 



Short-term ■ 



Long-term 



Medium/long- term 



Political concern Avoid political issues High politicalization 



Ethnic politics 
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CHAPTER V 

SUGGESTED POLICY OPTIONS FOR A SOCIAL AND 
COMMUNITY SUPPORT SYSTEMS PROGRAM 

\ 

The ethnic and community development models discussed in the last 
chapter are the policy options I consider to be most promising for impro- 
ving the delivery of- mental health services in Puerto Rican neighborhoods 
in New York City. These policy options focus on strengthening^be^primary 
group network (Jin and non-kin attachments ) of mentally ill persons, "on 
improving the services available from non-professional community mental 
health workers and folk healers, and on providing housing for individuals 
without other feasible alternatives for community support. Tut success of 
these policy options depends on several factors: economic cost, values en- 
forced or diminished, public acceptability, political feasibility, un- 
intended consequences, and ease of implementation. 

Economic Costs 

" The economic costs of mental health programs are certain to come under 
attack as federal, state and municipal governments cut public spending. 
Most social and community support programs developed as part of the federal 
community mental health legislation from 1963 and 1975. The 1975 Public 
Law (94-63), in particular ,. focused on community supports by providing for 
community residence programs and local control through community governing 
boards. Newbrough (1978) indicated three distinct alternatives for finan- 
cing community mental health services: (1) no more federal funding; 
(2) continued federal funding of mental health services connected to com- 
munity mental health centers and (3) federal support for a wider variety 
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of services to meet the needs as defined by the local population. On 
the whole, Newbrough found the third alternative (federal monies for 
locally determined programs) the more adequate for strengthening the fami- 
ly and responding to client needs. Moreover, the advocacy and liaison 
functions provided respectively by residents and professionals may be able 
to deliver these services at lower costs than present. 

The Community Support System Projects in New York City are 100 per- 
cent State- funded. However, the State is pressuring the City Department 
of Mental Health to incorporate federally reimbursable programs into their 
CSS projects. At the beginning of the CSS program, funds were to include 
community services outside the medical model. Now, those more non-tradi- 
tional mental health services which are not federally reimbursable by 
Medicaid/Medicare to SSI are not likely to be included as part of the CSS 
project.* Apparently, the State considers private proprietary homes for 
adults (PPHA's) the main target of CSS monies. These homes provide ready 
access to large numbers of CSS eligible clients with Medicaid reimbursable 
programs . 

Another difficulty created by the budgetary constraints on the CSS 

project is that the target population is very narrowly defined as: 

those individuals 18 years of age or older- -with over 6 months total 
consecutive hospitalization and whose primary diagnosis is not deve- 
lopmental disability, or- -who within the past tv^o years have had 3 
or more admissions of two weeks or more duration, or who have had 3 
or more months of cummulative psychiatric hospitalization (public or 
private) . 



^However , some non- traditional mental health services will continue to be 
funded under CSS c ntracts. These services include case management, trans- 
portation, homemaking and surrogate landlord programs. 
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CSS eligible persons must be considered to be functionally disabled because 
of mental illness. Since the State has a very limited budget, it signifi- 
cantly reduces its client population in the neighborhoods served to the 
segment of the chronically disabled persons placed there by deinstitu- 
tionalization prograins. Individuals who do not meet these criteria but 
need services must find them outside the CSS program. 

Besides limiting the impact of a community support program, the rigid 
client definitions create considerable discontent for street- level mental 
health workers. They must turn down clearly needy cases located in their 
population surveys because these individuals do not meet the CSS program 
criteria. Consequently, social workers spend considerable time loca- 
ting apprcuriate service programs for these people. Alcoholics and drug 
addicts located in the single- room occupancy hotels are not CSS eligible 
but certainly prime candidates for mental health services. 

The incorporation of traditional Puerto Rican folk healers into a 
comprehensive mental health program would increase costs only minimally. 
Espiritistas charge little if anything for their services. r jnteros f 
services cost more. However, because of the wide variations in the ade- 
quacy of services provided by folk healers, and other factors discussed 
here, no attempt should be made at this time to establish policies for 
third- party reimbursements. 

The development of culturally relevant mental health services might 
include a new mental health position, that of the cultural specialist. 
The role played by a cultural specialist could be included among the func- 
tions of the case manager whose job is defined in President Carter's new 
Health Systems Act. 

9^ 
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The NIMH Community Support Systems programs are not intended to be 
more costly than the more traditional approaches (Turner and TcnHoor, 
1978:339). In fact, it is hoped that CSS programs will provide more ap- 
propriate services at lower costs compared to the present custodial 
nursing homes and individual psychotherapy. 

New Medicaid regulations will allow socialization/competency skills 
programs to become Medicaid reimbursable. These regulations will encour- 
age states to use CSS funds as seed money to start a program and to 
maintain the socialisation/competency part until it becomes Medicaid 
reimbursable. Then state CSS funds will be transferred to another program 
to repeat the same process. Eventually, the federal government may pay 
high costs through increased Medicaid expenditures for programs that were 
originally intended to cost no more than previous programs or to reduce 
expenditures by encouraging local social and community supports. As Medi- 
caid becomes the major source of reimbursement, both the federal government 
and city government will end un paying i:or the formerly 100 percent state 
CCS funded program. In New York City the city share of Medicaid is one- 
fourth and the federal share is one-half. 

Whenever federal, state or city funding for mental health programs 
is reduced, the non-prof essional community mental health workers (para- 
professionals) are one of the earliest categories cut. Professionals T 
positions generally remain untouched. To qualify for federal assistance, pro- 
grams must have a certain number of psychiatrists in residence or consulting 

with them. Although administrators recognize the value of community men- 
tal health workers in linking local residents to formal services (psychi- 
atric and social work services, food stamp programs, etc.), these positions 
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are *the first to suffer from program funding cuts. 

Reliance on unit costs as a major indicator for evaluation of mental 
heal tli programs limits the innovative potential of social and community 
support programs. More traditional programs can be evaluated in terms. of 
the number of hours of psychotherapy provided by psychiatrists or the niun- 
ber of clients seen by social workers. Social and community support 
programs will require different kinds of measurement for evaluation of 
their economic costs. The evaluation of progress in the construction of 
friendship networks and strengthening families will require new criteria 
.not presently available. Evaluation procedures are discussed more fully 
in Chapter 6. 

Housing programs are, :x>st likely, the costliest component of the 
community supports programs. Community residences are also one of the 
highest priority needs of residents of low- income neighborhoods in any 
city. Residents of the South Bronx place the development of adequate low- 
income housing among the most pressing needs of the area. The Lincoln CMHS . 
ranked community housing as its first priority to be met by the community 
support system project. However, the state allocated only minimal funding 
in its CSS projects, doing little to satisfy the demands of the South 
Bronx for adequate housing for the mentally ill and the population in gen- 
eral. 

Values 

The Family and the Individual 

While the U.S. Congress consistently affirms its commitment to the 
family, it continues to oppose programs not consistent with an individual- 
istic-pluralistic tradition. With regard to the history of legislation in 
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the U.S. , .Kamcrman and Kahn (1978:453) argue that: 

"Ihcre is little that is specifically targeted at the enhancement 
of the family as an organic unity or which encourages integration 
around the family at the point of personal social service delivery. 

Social and community support? co.;lcl strengthen the caring function of the 
family rather than substitute for it. This approach encourages the deliv- 
ery of mental health services through the family. Moreover, the relation- 
ship between families and professionals should empower the family rather 
than weaken it. 

The community development model encourages the strengthening of 
families through improvements in neighborhood housing-. Similarly, the 
ethnic model values the family as a source of stability and identity for 
the mentally ill. Hispanic culture places greater emphasis on responsibi- 
lities to one's family than on individual rights. The management -fiscal 
model simply does not raise the family vs. individual issue at all. 

Often programs consider families as negative influences on the 
patients 1 mental health. Other social groups (e.g. friends, neighbors, 
church associations, folk-healing* cults) are considered more appropriate 
natural support groups* than the family. Garrison (1978) recreated support 
for schizophrenic Puerto Rican women by providing transient non-kin 
relationships using neighbors, good friends, Pentecostal groups, build- 
ing superintendents ("supers 11 ) and others. Her intention was eventually 
to reestablish the patient with relatives. 
Least Restrictive Environment 

The concept of community residences, a central issue in the community 
development model, raises important value issues. Certainly one value 
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highlighted by recent court decisions is the right of the mentally dis- 
abled to live in the least restrictive setting. The New York City 
Advisory Board on Deinstitutionalization and the Community pointed out 
that the goal of all community support programs should be to provide the 
mentally disabled with as many choices in the least restrictive environ- 
ment possible. 

With reference to community residences, Goldmeicr (1978:176) argued 
that: "those who are suffering from mental disabilities have the same 
right as anyone else to live in the type of environment which affords a 
quality of life conducive to self-realization and growth." Cooperative 
apartments arc one way to avoid the stigma of the more conspicuous half- 
way houses. Yet efforts to establish halfway houses, group homes or 
other community residences for the mentally ill often meet, strong res is - 
tence from local residents. The assertion of individual rights regarding 
community residences for the mentally ill is perceived by local residents 
to be in conflict with their own rights to surround themselves in their 
neighborhoods with other traditional nuclear families. 
A Sense of Community 

The success of social and community support models depends on local 
residents' sense of community. If the process of deinstitutionalization 
is to work at the local level, residents must be willing to accept a 
greater amount of deviant behavior in their community. The integration of 
chronically mentally ill individuals with a community necessitates the 
acceptance by residents of people who behave differently than they do. To 
the extent to which communities are more tolerant of deviant but not 
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harmful behavior, extended families, kin networks, neighborhood social 
groups, churches, and other voluntary associations will be better able to 
mediate between families and the professional social service bureaucracy. 
*lhc issue is one of individual interest versus community welfare. 

Kthnic minority neighborhoods are thought to place greater value, i^n * ( 
a social contract than other areas. Yet it is not safe to assume that 
all Puerto Rican neighborhoods will opt for community welfare over indi- 
vidual interests. Uven within Puerto Rican neighborhoods in New York 
City, there is considerable variation in social cohcsivcncss and political 
mobilization. Spanish Harlem ( lil Barrio ) is known as possessing a much 
greater sense of community than the more highly transient areas of the 
South Bronx. 

Kthnic Pluralism and Social Class 

The selection of policy options depends on the extent of commitment 
to ethnic pluralism. Most federal, state and city policies favor plural- 
ism in principle, just as they do participatory democracy. However, there 
arc public misgivings toward the direction pluralistic policies might lead. 
Not far beneath the surface lie fears that ethnic pluralism will create 
divisiveness and societal instability. Discussing the problems of bilin- 
gual education for Japanese-Americans, S. I. Hayakawa is quoted as saying: 

If you push the bilingualism process too far, especially in the 
states with a heavy Mexican population like Texas or California, 
you could someday find yourself in a situation with the problems 
of Quebec M (The Tcnnessean, April, 1979). 

Support for pluralism has also been viewed as a guise for unequal and dis-.. 
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criminatory services for minority groups. 

A more recent argument questioning the desirability of a pluralis- 
tic model holds that it obscures the basic class nature of social servi- 
ces. Class conflicts, not insensitivity to ethnic differences, arc said 
to be responsible for the inequality in the provision of mental health 
services. What is needed arc not. better culturally relevant mental health 
services for Puerto Ricans but the same quality services across classes. 
Thus, class conflict is believed to be at the bottom of inadequate service 
delivery to Puerto Ricans, not cultural discrimination or inappropriate 
services. On the other hand, it may be unrealistic to try to separate 
class from ethnic minority issues since they arc so highly related. 

Local surveys show that residents place the lack of public services 
as a higher neighborhood priority than mental health services. Neighbor- 
hood associations perceive the absence of public services as contributing 
to mental illness. Consequently, it will be more difficult to organize 
neighborhood groups around issues concerning traditional mental health 
services unless they are grouped with a more general community develop- 
ment model.. So, for many neighborhood groups, urban services are given 
a higher priority than mental health services for improving the general 
qua 1 ity of 1 ifc. 

Public Acceptability 
At the same time that the courts arc pressing for the constitutional 
rights of former mental patients to life in the least restrictive environ- 
ment, there is growing local resentment toward the establishment of commu- 
nity residences in neighborhoods. Generally, the more desirable and stable 
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a neighborhood, the loss likely are its residents to accept a halfway 
house for the mentally ill. However, it is difficult to determine wheth- 
er local residents reject the concept of community residents or the 
strategies CMIC's and other mental health agencies have used to install 
them. Often residents are not consulted about plans to locate a community 
residence until they are finalized by state and city government. Only 
then is the community approached about the plans. In one case in the 
South Bronx, the CMIC advisory board was not consulted about plans to 
establish a community residence until the CMIC staff had finalized the 
project with local and state agencies. When notified of the project, the 
CMHC advisory board turned it down. 

Certain areas of cities attract groups of people dependent on social 
services, for example, in New Yofk City, the Lower Fast Side is known 
for its extensive network of welfare services. Similarly, city welfare 
agencies have been sending large numbers of former mental patients to the 
single room occupancy hotels on the Upper West Side. Local residents ex- 
press concern that community residences will attract large numbers of 
mentally disabled persons to their neighborhood, turning it into a dumping 
group for society's deviants. 

Perhaps, neighborhood residents do not reject the concept of community 
residences as much as the strategics of professional mental health workers 
and their agencies for imposing policies on them without initial community 
involvement. Moreover, previous models for community residences have crowd- 
ed mental patients into highly visible settings: SRQ's and large nursing 
homes. Recent policies suggest that whenever possible, distributing coop- 
erative apartments throughout several neighborhoods and only maintaining a 
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couple apartments in end) building reduce community fears of being inun- 
dated by former mental patients. 

Innovative programs require time to be effectively implemented and to 
produce measurable results. Both provider agencies and residents often 
create unrealistic time periods for the evaluation of new programs. Pro- 
vider agencies feel accountable to state legislatures and city governments 
to show immediate results for programs considered experimental from the be- 
ginning. Local advisory boards are anxious to see that their tax dollars 
are spent efficiently and that! their program goals are effective. Moreover, 
over- zealous community control advocates may create unrealistic demands on 
mental health agencies Tor effectiveness in experimental programs. One com- 
munity planning board wanted to approve funding for a CSS project in New 
York City on a monthly has is or for a maximum of three months. The develop- 
ment of non-traditional mental health services could suffer frem the unwil- 
lingness of provider agencies and community groups to allow sufficient time 
for these programs to organize and produce results. 

Political Feasibility 

Union Labor 

The first social and community support programs were intended to rely 
strongly on voluntary associations, neighborhood social groups, extended 
family and friendship networks, and self-help groups. However, the com- 
munity mental health movement had to confront the issue of employment for 
employees of state and mental hospitals. As the process of deinstitutiona- 
lization continued, wards in the state mental institutions were emptied and 
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i„ many cases, closc-d down. Consequent ly, stair hospital-; no longer need 
ed to employ as many individuals at tli.ir faciliti.-s. 

Si.uv the staff hospital worko.s an- strongly unionized, lh«-v ivpr.-s.iit 
:, powerful political I'ortv at the city, sta.,, and federal level- of govern 
„t. Nkuvovor, I Ik- state mental hospital assoc iat ion workers, particularly 
lower skilled jobs, are dispro,*ut .onately represented hy bl.uks and His 
panic minorities. Their unions are demanding that the community mental 
healtl clinics find johs and retrain Hum if they are released hy the hospi- 
tals. The CSS projects in New York City and tho new Mental Health System- 
Act proposed by the Carter nuVini tration haw luen influenced hy those 
union pressures for worl.or w . r n. 

The entrance of stale mental health workers into the IMIC programs 
raises costs considerably more than expected. Also, their presence encour- 
ages continuity with more traditional programs rather than those depending 
on grass-roots groups, self-help and the voluntary sector. Yet, the ear 
Her (MIC legislation was unrealistic to have assumed that a strongly union- 
ised labor force like the state hospital workers would not have resisted 
their displacement by federal constitutionalization policies. 

1 !? sjutalj < trod 

Corununity mental health centers that are associated with a hospital 
find then community advisor)' boards severely limited. In addition to the 
OIK: executive boards, community advisory groups must contend with the hos- 
pital boards. Hospital boards of directors do not intend to allow equal 
participation of non- professional local residents on a board which affects 
hospital budget decisions. Hie earlier concept of community mental health 
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center governing boards was not politically feasible because of CMHC's 
need for a hospital affiliations. Generally, the federal government will 
not give control of funding to a CMHC without a hospital affiliation. 

The Hunts Point Multi- Service Center in the Bronx is a good case of 
a mental health clinic goverened by a community board. Its mental health 
clinic is not directly affiliated with any hospital although it has back- 
up ties with the Lincoln CMHC and Misericordia Hospital. 

The social and community support programs are strongly attacked when 
professionals perceive these programs as alternatives or substitutes for 
their services. When self-help programs or folk healers are presented as 
replacements for professional mental health services, innovative programs 
are most vulnerable to the attacks of professional, associations. On the. 
other hand, when non- traditional mental health services^ are organized as 
supportive or complementary to existing services they encounter less pro- 
fessional resistance. 

Community Control 

The issue of community control is particularly important with respect 
to social and community support programs. Among the main barriers to com-, 
munity control, Nassi (1978) emphasized three: (1) the role of the pro- 
fessional in determining service goals and ultimate accountability; (2) 
the mental health ideology which encourages individuals to focus on inter- 
nal sources of psychological stress; (3) the conservative nature of the 
mental. health special interest groups^ acting to* maintain their existing 
power structures. Nassi (1978:10) conclude cTtha-t: 'Without institutional 
changes in funding, the service aspects of community psychologywill never 
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be truly accountable to the, community." In addition .to these micro-limits 
to community 'control there are macro -structural limitations supporting 
central i zed control of mental health programs. -Brown (1978) claimed that 
community control of mental health care is impossible as long as U.S. soci- 
ety maintains its class structure with its racial and sex biases. 

The private sector is absorbing large amounts of federal funds provi- 
ded to foster community-based institutions. For example, nursing homes 
have expanded their psychiatric' wards to gain third-party payments, (Brown, 
1978:389) showing increases of 72 percent from 1964 to 1970 compared to 2 
percent in public hospitals. From this perspective, deinstitutionalization 
is used as a policy for states to successfully transfer mental health costs 
to federal and city governments as welfare costs. The federal government . 
has picked up most of these costs through its Medicaid, SSI, and Medicare 
programs focusing more on private in-patient care rather than public, out- 

* 

patient services. . , 

The federal government indicated a declining interest in community 
control when community mental ' health center legislation downgraded community 
governing boards to advisory boards. In addition, HEW rarely allocated CMHC 
funds to centers that are not directly associated with hospitals. The hos- 
pital boards continue to hold the budgetary power over the CMHC. Moreover, 
the CMHC executive directors also dominate community mental health policies . 

Yet within the . advisory role, community organizations have firmly esta- 
blished" themselves in New York City. The Borough Federations for Mental 
Health, Mental Retardation and Alcoholism Services and the city community 
planning boards advise the Department of Mental Health and the City govern- 
ment and make planning recommendations concerning the programs operating 
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within their neighborhoods. 

The federation Rental health councils are composed of providers, 
(representing mental health agencies) and consumers (representing the var-. 
ious sub-regions of the borough). The federation guidelines mandate a 
consumer majority on the borough mental health councils. However, the def- 
inition of consumer allows for the possible domination of the councils by 
two groups: representatives of area voluntary associations; or, other de- 
signated representatives of human service agencies not related to the men- 
tal health provider agencies. While professional mental health workers 
attend these meetings as part of their regular work, local consumers must 
arrange to meet with the council at their own expense. Time and transpor- 
tation costs can be considerable. Consumer representatives who are not re- 
sponsible to local voluntary associative: . :e often relatives of mentally 
ill persons, not former mental patients themselves.. In general the Feder- 
ation structure i s dominated by providers or consumers who think like provi- 
ders. Similar to other community organizations, true representation of lo- 
cal residents is difficult to obtain. 

The City community boards are also represented on the borough federa- 
tion; board. However, in some areas of the city, community boards have 
their own mental health subcommittees. In particular areas, community 
boards have delegated sub- committees to oversee the community support sys- 
tem program. These subcommittees reflect a professional hurian services ori 
entation similar to the managerial and fiscal model discussed in /the pre- 
vious chapter. Members of the committee. who are not associated' with the 
professional mental health and social services agencies present other pro- 
blems for community planning. Frustration with the complex human service 
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bureaucracy leads local consumers to make demands for program performance, 

and evaluation which are unreasonable from the provider's point of view. 

For example, at one community board meeting local residents urged that 
the community support programs be funded for three-month periods and eval- 
uated for program effectiveness after that period. Representatives of 
the Department of Mental Health and provider agencies pointed out the dif- 
ficulty of measuring the effectiveness of a new program after as short a 
period as three months. In this instance, the city agency's criteria for 
evaluation prevailed. Moreover, monitoring program effectiveness is more 

.problematic than usual when dealing with the new community support projects 
whose efforts are more difficult to quantify than traditional programs. 

Centralization of the CMHC 

The cultural pluralism of many catchment areas in New York. City cre- 
ates special problems for the delivery of mental health services by . 
community mental health centers. Organizationally it is difficult ft* 
adminstratively centralized CMHC's to provide services to minority popu- 
lations within their "'catchment area. For example, the South Bronx CMHC 
catchment areas include Black and Hispanic populations. 

One option is to redefine catchment areas to conform more directly 
to ethnic and class neighborhood boundaries.. A culturally homogeneous 
■ catchment area facilitates the delivery of services by centralized CMHC's. 
If the catchment areas are not redefined, then political conflicts 
will most likely be heightened as CMHC's attempt to deliver services to 
dominant and minority ethnic populations. Under these conditic/ns the 
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case manager must learn to link his/her clients with services from a 
variety of subcultures and cultures. 

Unintended Consequences 

Outcomes- other than those planned result from all policy options. 
Recognition of possible unintended consequences will, at least, make it 
easier to deal with them once they occur. 

When primary "groups like block associations, social clubs, and 
friendship networks become the policy tools of the government and the pro- 
fessional welfare agencies, they become vulnerable to cooptation arid to 
changes from their original purposes. Indigenous leaders can lose their 
effectiveness with their neighborhood groups if. they become too closely 
identified with a formal social service agency. Spiritualists who assume 
clinical roles within CMHC's may lose their original effectiveness. Once 
federal, state, or city funding becomes available to assist neighborhood 
organizations, local leaders are more readily coopted by government agen- 
cies. The current, popular self-help groups modeled on middle-class white 
organizations cannot be assumed to function equally effectively for low- 
income ethnic minorities. In general, a public policy focus on particular 
non- traditional social supports has a way of quickly converting these orga 
nizations into traditional, less effective deliverers of mental health ser 
vices. 

The development of apartment housing programs for the mentally dis- 
abled can weaken the stability of neighborhoods, , reducing the very desira- 
bility of the area for former mental patients . Halfway houses often esta- 
blish themselves in neighborhoods that are declining in real estate value 
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and experiencing less residential stability. Without careful planning, 
the stigma attached to halfway houses will contribute to the flight of 
local residents. 

A policy focus on culturally relevant mental health services can 
lead to two unintended consequences: (1) the over emphasis on folk heal- 
ers as the principal deliverers of mental health services to ethnic mino- 
ritie\; and (2) the continuation of a two class system of mental health 



services for the poor, ethnic minorities. ^ 

F^or one, professional mental health workers in accepting an ethnic 
model fisr the delivery of mental health services may indiscriminantly ac- 
cept all categories of folk healers as equally beneficial to their clients. 
However, folk healers vary significantly in terms of the quality of care 
they provide. Instead of accepting folk healers as supportive to their 
work, professionals may relinquish their expertise in providing any kind 
of mental health services. In addition, once culturally relevant mental 
health services are incorporated by policy-makers ,• there may be a tendency 
to incorrectly assume that all Puerto Ri can or Hispanic' clients must be 
treated by folk healers. Although spiritism is a common culture trait 
found in Puerto Ri can communities, few individuals (probably no more than 
9 percent) regularly use these folk services (Garrison, 1977a:162). 

A second unintended consequence that may result from the acceptance 
of culturally relevant mental health services is the development of a dis- 
criminatory two class system. Hispanic communities may have their CMHC's 
loaded with paraprofessionals while white middle class CM-lC's receive 
the professionally trained mental health workers. To emphasize the 
importance of paraprofessionals in linking professional service t 
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client? is not to suggest that local residency is a sufficient criterion 
for working with ethnic jninorities in community mental health programs. 
Moreover, a policy directed toward paraprofessional training for mental 
health programs might lead to cuts in general funding since professional 
services are no longer the main budget items. 
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CHAPTER VI 



IMPLEMENTATION AND EVALUATION 
Implementation: The Weak Link in the Policymaking Process 

The process of implementation of mental health policies will always 
contain uncertainties and unpredictable events. Berman (1978:179) sum- 
marized three reasons why federal (or state) policymakers should never 
expect a context-free theory of implementation: 

(1) macro- implementation inevitably involves politics; 

m the federal government typically has limited leverage to 
influence the behavior of local implemcntors, who have the 
effective power in the system; . 

O) micro- implementation cannot be effective unless local delivery 
organizations undergo an adaptive process that can neither be 
predicted accurately nor controlled from the outside. 

Often, the failure of programs results from not considering -the prob- 
lems of implementation in the original formulation of policy. According to 
Pressman and Wildavsky (1974:143): "Implementation must not be conceived 
as a process that takes place after, and independent of, the design of 
policy." Generally contradictory legislative goals, administrative con- 
flicts among federal, state and city agencies, and local- exigencies account 
/for the difficulties of implementing programs/' Studies of implementation 
'differ in the weight placed upon federal policymaking versus the uncer- ; 
'tainties of local action in contributing to program -failures' (Attewell £j 
Gerstein, 1979; Pressman § Wildavsky, 1974; Berman, 1978.; Elmore, 1978). 

Macro- implementation involves the ways in which the federal (or state) 
^ernment policy influences local service deliverers. Responding to these 
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actions, the city devises and executes its own . internal policies creating prob- 
lems of. micro- implementation (Berman, 1978). Difficulties in the implementation 
of CSS policies in New York City occurred at both the macro and micro levels. 
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Macro- Implementation 

Major difficulties for the state's implementation of social and com- 
munity support programs involve their use of a systems management model - 
of organizations. Tho systems management model views organizations as 
value-maximizing and implementation as an ordered, goal -directed activity 
(Elmore, 1978). The systems management approach "assumes that the totality 
of an organization's resources can be directed at a single, coherent set of 
purposes --that organizations can be programmed to respond to changes in 
policy." (Elmore, 1978:20).* In all, policymakers will have -to .also rec- 
ognize the options available from the ethnic minority and community develop- 
ment models if community support systems programs are to develop beyond the,, 
delivery of conventional mental health services in community contexts. 

Decisions about the population to he served by a social and community 
supports program must be developed by both the. state and city agencies in 
collaboration' with the local communities targeted for these programs. 
Experiences from the early stages of implementation of Community Supports 
System programs in New York City showed that the criteria for defining the 
target population' were too limited. State level decisions influenced the 
selection of only SKD'sand PPFA's as the target population for the commu- 
nity social supports program. The City Department of Mental Health, 

*Elmore (.19/8) discusses three other models where each provides a differ- . 
ent explanation for implementation failures- -bureaucratic process model, 
organizational development model, conflict and bargaining model. Elmore 
concludes that: "every implementing agency probably has a set of management 
controls, a firmly entrenched collection of operating routines, some pro- 
cess for eliciting the involvement of implementors , and a set of internal 
and external bargaining relationships. The important question is not 
whether these elements exist or not, but how they affect the implementation . 
process." (1978:227) . 
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its local contract i ng agencies, and neighborhood residents became 
increasingly concerned that the original criteria were not adapted to meet 
community needs for non- traditional and cultural ly appropriate mental health 
services. The Borough Federation Boards established by the City Department 
of Mental Health and the Community Boards should be more closely incorpora- 
ted into the CSS projects fivm the initial planning stages. The local 
residents and agencies could play a major role in defining the populations 
targeted for CSS programs within their neighborhoods. 

Yet, macro- implementation approaches are also amenable to community 
social support programs. Title IV of the proposed Mental Health Systems 
Act will provide increased assistance to the community support systems 
approach. This section of the Act recognizes the close relationship be- 
tween mental health and other supportive services. Moreover, it specifi- 
cally .supports the maintenance of existing non-revenue producing functions 
fi.e., not Medicaid re imbursable j once basic support has terminated. If 
there is sufficient funding for this section of the Act, it will directly 
assist efforts to build social and common i ty support for Puerto Rican and. 
other minority populations. ' 

M icro-lnpj omen ta t i on 

Community support systems are different from the traditional model of 
professional .treatment for the mentally ill. Their usefulness for the 
mentally ill requires an ecological perspective where professional and 
non-professional workers, traditional and non-tradi tional services faci- 
litate the reintegration of mentally ill persons into a community or some 
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form of supportive social netwoik. The micro- implementation approach is 
important in dealinq with these ecological issues. 

Housing is a very significant element in the ecological context. 
Housing programs, like group residences or separate apartments, are cri- 
tical factors for the adjustment of the mentally ill to life outside the 
institutions. In the South Bronx , adequate housing is a serious problem 
even for those not labeled as mentally ill. The City Department of Mental 
Health might encourage its case managers or other staff to act as advocates 
for their clients to obtain housing through the Community Tenant Management 
Contract Program. In this program , residents of the South Bronx buy abandon- 
ed buildings from the City for a minimal cost. The costs of restoration are 
deducted from the rent paid to the City. In this way, housing improvements 
arc encouraged outside the expensive public housing programs. The City 
Department of Mental Health might develop programs to increase the incentives 
for providing community residences and apartments- for the mentally ill 
through similar urban housing programs. 

Unless housing projects arc associated with large scale efforts for 
local economic recovery, there is little chance for neighborhood revitaliza- 
tion. For example, the Charlotte Street project in the South Bronx did not 
offer the assurances of a comprehensive community development plan based on 
the economic rcvitalization of the area. In fact, the project was initially 
designed to provide only a cooperative housing project located in a small 
part of a large devastated area of the city. Projects of this nature do 
not encourage the development of social and community supports in Puerto 
Rican neighborhoods. 



119 



110 



The City Department of Mental Health and local providers need more 
discretionary funding to be able to develop community support type programs. 
Discretionary funding would allow communities to reorder the -priorities of 
community support programs to meet their specific needs, whether they are 
housing in the South Broax or SRO's on the Upper West Side. 

More flexible state funding increases the problem of accountability. 
Certainly the importance of accountability is foremost in the managerial - 
fiscal model for the delivery of mental health services. However, from the 
point of view of the ethnic or community development models, funding should 
be more flexible. 
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Program Evaluation 

The evaluation of social and comnunity support projects is a very 
difficult process. Reliance solely on the managerial- fiscal tools such 
as unit costs for patient care is adequate only for orthodox programs 
within the medical model of treatment. It is difficult to conduct ex- 
perimental research within a clinical setting without additional staff 
(Carpenter m Black, 1979). Moreover, it cannot be assumed that clinical 
staff will correctly interpret a researcher's intentions in the collection 
of data for non- traditional programs. Clinical staff are trained in re- 
search evaluation in which standard interviews are unlikely to capture 
unconventional beliefs. 

Instead of the older, easily quantifiable, short-term criteria, new 
criteria for evaluation of the community support programs must be devel- 
oped. For example, these programs have no precedents for measuring the 
time it should take to locate clients for their porgrams. Greater flexi- 
bility must be allowed in innovative programs attempting to strengthen or 
rebuild social networks. These criteria should be developed in an ongoing 
dialogue among state and city agencies and local residents. Evaluation 
procedures should not be delegated only to outside private consulting 
research groups. It is important that evaluation criteria be meaningful 
to a community's residents. This can only occur if residents play a part 
in their formulation. For example, as the Borough Federations in New York 
City develop, they are scheduled to organize Pitient Care Committees 
to evaluate the problems patients encounter while seeking services 
in the community (NYC- DM I, 1978b). Direct consumer participation 
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in the creation of program eva luat ir»?i criteria will improve the 
implementation process at the local level. 

It is unrealistic to assume that there can presently be a meaning- 
ful uniform evaluation of community support systems programs for purposes 
of statewide comparisons. Standardized evaluations will reflect little 
more than criteria from a managerial-fiscal perspective. I have argued 
that the managerial- fiscal model alone is inappropriate for developing 
and evaluating conmunity support systems. 

From the perspective of the community development model, program 
evaluation would focus criteria on the measurements of neighborhood soli- 
darity. This point of view considers change within a long- term perspec- 
tive. Moreover, the community development model designs criteria for 
program evaluation that would be comprehensible to a neighborhood's non- 
professional residents. In all, program evaluation is recognized in the 
end as being a highly political process regardless of the clinical aura 
attached to the evaluation procedures. 

The ethnic model could focus its program evaluation criteria on the 
measurement of cultural community supports. Similar to the community 
development r.odcl, changes arc considered within a medium to a long term 
perspective. Criteria for program evaluation would be designed to reflect 
changes in family and social network organization. In addition, these 
criteria would indicate the extent of increased minority representation 
within the mainstream mental health agencies. The program evaluation 
process is recognized as political. The ethnic model considers political 
conflict a central factor in building ethnic interest groups. 

* 
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To some extent there are similarities in the program evaluation 
criteria developed "by each of the social support models: clarity of goals, 
general accountability, efficiency and others. Yet, .each model focuses on 
other criteria which are mutually exclusive. Unless the community develop- 
ment and ethnic models establish sources of funding independent of federal, 
state or city government, they must deal with program evaluation criteria 
which are acceptable to their funding organizations. At the same time, 
these models must maintain evaluation criteria which make sense to their 
particular constituencies or clientele. Without losing sight of the neigh- 
borhood or the family as the main focus of services, community development 
and ethnic models must recognize the concern of the managerial- fiscal model 
for its goals (i.e., interagency linkages and short-term fiscal account- 
ability). A program evaluation specialist could act to make evaluation 
criteria more compatible to these various interest groups. This liaison 
role fits within the more general policy liaison strategy discussed in the 
following section. 
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Policy Liaison Strategy 



The implementation of the policy options proposed here depends upon 

tiie transfer of knowledge from researchers to policymakers. However, 

It cannot be assumed that this process will occur automatically. The 

gap between researchers and policymakers is described in a report by the 

National Research Council (1975:155). 

The lack of communication about R$D (Research and Develop- 
ment) is caused by differences in the cognitive worlds of 
government officials and researchers as well as their time 
priorities. The researcher isolates and examines one small 
piece of reality while the official lives in a realm of buz- 
zing confusion where. variables scramble together and decisions 
must be made in the face of uncertainty. Mutual education is 
often necessary for government executive and researchers to 
understand each other, but time for this interchange does not 
seem to be available. The pressure of daily business weighs 
upon officials, driving out long-range planning, problem anti- 
cipation, and efforts to call R^D results for policy and 
program decisions. 

To bridge the gap between social scientist and policymakers, city 
agencies like the Department of Mental Health need individuals to take on 
the roles of policy liaison specialists (Dokecki, 1977). Whether as advo- 
cates or mediator/broker, policy liaison specialists help translate 
research information into a form readily useable by policymakers. 

The role of policy liaison specialists is particularly important where 
we are concerned with the implementation of policies for Puerto Rican 
communities based on social and cultural supports foreign to the traditional 
medical model. This role might be incorporated as part of the cultural 
specialist's work in community support systems projects. 

A critical dimension of the implementation process involves the 
development of program evaluation criteria acceptable to, Puerto Rican 
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clients, local residents and the mental health bureaucracies at federal, 
state and city levels. With a broker or liaison specialist whose role is 
to adjust expectations, demands and evaluation criteria, there are more 
opportunities for the successful development of a social supports program 
for chronically mentally ill Puerto Ricans in New York City. 

The new role of case managers adopted by the community supports systems 
projects in New York City and the President's new Mental Health Systems Act, 
if not coopted by the managerial- fiscal groups, can play an important part' 
in linking culturally significant social supports to the array of prof es- 
sional social services. Garrison's Inner-City Support Systems Project- 
argued the need to institutionalize the culture specialist as a separate 
staff position (Podell 5 Campos, 1979) with its own state civil budget line. 
However, it is unlikely that staff training programs, although valuable In 
themselves, will be sufficient to establish the legitimacy of a cultural 
liaison specialist role within the mental health field. Such programs face 
strong professional resistance and bureaucratic intransigents . If the 
community development and ethnic, models gain greater acceptance among pro- 
fessional mental health organizations or these models are forced upon them 
by grass roots political action, then the efficacy of cultural liaison 
specialists will increase- dramatically . The liaison strategy Remains a 
promising new direction for policy formation and implementation very appli- 
cable for meeting the needs of the mentally ill within a community setting. 
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CHAPTER VII 
CONCLUSION 



' Fur the past twenty- five yoars, the deinstitutionalization movement 
has developed at a rapid pace. The promotion of social and community 
supports for the mentally ill has met substantial- resistance. The absence 
of information concerning the effectiveness of social supports for mentally 
ill individuals in Puerto Rican neighborhoods hinders efforts to document the 
impact of this approach. Moreover, the existing studies suggest that social 
and community networks are not as easily manipulated as public policymakers 
would like them to be. While the philosophy of the current deinstitutionali- 
zation movement supports the funding of community-based services, some - federal 
policies have forced states to focus on more conventional community- based 
services (i.e., nursing homes ) . Other federal guidelines, like the NIMH 
Community Support Program, emphasize less conventional grass-roots local social 
services for the chronically mentally ill. The federal government has not 
developed a comprehensive policy with regard to social and conmunity support 
programs. The federal, state and city programs have moved in the direction of. 
the managerial- fiscal model to the neglect of the Community development or eth- 
nic models. The deinstitutionalization process shows that there are no simple 
policies that can adequately deal with complex problems. 

Via NIMH guidelines and state -deinstitutionalization policies, New York 
City's Department of Mental Health, Mental Pvetardation and Alcoholism Services 
is. implementing a Community Supports System Program. I consider the ethnic 
and community development models as the preferable options for the New York j 
City program. These models focus on strengthening the primary group networks I 
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(i.e., kin and non-kin attachments) of mentally ill persons, on improving 
the services available from non-professional community mental health workers < 
and folk healers, and on providing housing for individuals without pther 
alternatives for community support. 

The City Department of Mental Health is under pressure from the State 
to orient its Community Support Systems Program along the lines of the' fiscal - 
managerial model. The State focuses on the City's need to build their Commu- 
nity Support Systems program on the basis of federally reimbursable programs. 
However, a reliance on federally reimbursable programs prevents the City from 
meeting the most pressing needs of Puerto Rican neighborhoods for housing and. 
non -traditional mental health services. The ethnic and conmunity development 
models are more supportive of values found within the Puerto Rican neighbor- 
hoods than the managerial- fiscal perspective of the State. 

Public acceptance of Community Support Systems programs is problematic. 
The establishment of local services arid community residences for the mentally 
ill is as difficult in Puerto Rican neighborhoods as it is in other areas of 
the city. Union labor, hospital corporations and centralized community men- 
tal health centers have acted as politically conservative forces limiting the 
implementation of the ethnic and community development models. Representatives 
of the Puerto Rican communi cy are concerned that the Community Support Systems 
programs may unintentionally lead to an overemphasis on folk healers in their 
neighborhoods and to the continuation of a two-class system of mental health 
services. 

A policy liaison person who mediates between the community's views and 
the perspectives of the state or city can assist in the implementation of 
social and community support programs in Puerto Rican neighborhoods. It is 
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important that program evaluation be meaningful for' both the funding agencies 
and their clients. A program evaluation specialist could also play a signi- 
ficant liaison role. 

Finally, the managerial- fiscal model will loom even more forebodingly 
over the City ? s Community Support Systems programs as federal welfare pro- 
grams are affected by growing government austerity. The actions taken in 
Washington will demonstrate once more the increasing interdependence of con- 
temporary organizational life. 
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